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Much effort has been put to make the text as readable as possible and I hope that students, 
academics and practitioners will find it both useful and easy to read and understand. Chapter 
8, Conclusions, summarizes the key findings and offers a discussion of the key points. For 
those short of time, I recommend that they first read Chapter 8 and then, if interested, explore 
further the details of the literature, theoretical framework, research design and the cases. The 
thesis has served its purpose and helped me grow as a young professional, but I trust and hope 
that, as time goes by, others will read it and, why not, like it and use it.  
As one reads the thesis, one might legitimately ask himself or herself: Why is this young 
Romanian PhD student interested in NPM many years after its ‘disappearance’? Doesn’t he 
see the obvious: that NPM is 1) flawed and 2) no longer en vogue? Doesn’t he see that other 
fashionable labels such as the new public governance or open government have taken the 
place of NPM? And why doesn’t he criticize NPM as most academics do?  
These are all good questions that I have thought about quite a bit. The thesis is NPMish in 
nature indeed but it looks at NPM with a critical eye – acknowledging both its problems and 
virtues. I believe there are both good things and bad things about NPM reforms as much as I 
believe there are good and bad things about, say, the new public governance or open 
government. The articles on NPM-type reforms that I have written, which are referenced in 
this thesis, follow the same approach. I am not pro-NPM, but nor am I anti-NPM from the 
outset. While NPM is no longer a fashionable label (and may never again be), there are many 
ideas and practices in the public sector at the moment (and I believe there will continue to be) 
that NPM brought to the fore (though, admittedly, it did not necessarily invent them). Just 
think about performance management, strategic planning, results orientation, focus on 
achieving impact, emphasis on efficient and effective management, orientation towards the 
user and adopting different kinds of useful tools, intruments and practices that previously fell 
largely under the domain of the business world alone. Why should only businesses and 
private-sector managers use these things if they are helpful and useful to the public sector? If 
they lead to improvements in one way or another, and I believe they can and I believe they do, 
why shouldn’t they be incorporated into the arsenal of public sector managers as they try to 




There are few people today who would question these ideas – they may be against NPM as an 
unfailing ‘model’ (I am against that too) but not againt the usefulness of specific NPM-type 
practices. As other reforms continue to gain prominence (whichever they may be), I believe it 
is important to remember that without good management these other models are unlikely to 
work well. Management is a key component of governance – it has a micro focus, that is true, 
but to get big and ambitious things to work properly you need to put their smaller components 
in place – and management is such an essential one, as this thesis shows. To get governance 
or open government right you need good management. I think that as we are critical about 
NPM (and we should be), we need to make a difference between NPM as a whole thing and 
specific ideas within NPM which may be perfectly helpful. As we do this I think we will 
acknowledge what works and what doesn’t about NPM. I personally expect that specific NPM 
ideas such as those mentioned earlier will continue to remain important and perhaps gain 
more prominence in the public sectors in the future. Only time will tell – what is important is 
to use them critically and adapt them to fit the conditions and needs of the specific places 
where they are considered for implementation. If they don’t work, they should be adapted. If 
that does not work either, they should be changed, but if they do work they should be used. 
Whether they come from business managers or not is less important – what is most important 
is whether they work well. And that should be monitored and evaluated as much as other 
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CHAPTER 1: INTRODUCTION 
 
 
This thesis asks whether the increased autonomy and decentralization associated with the 
New Public Management (NPM) have impacted on the coordination of organizations within 
the public sector.  Below we set out the background to this issue and explain why it is 
important. Ideas and practices once typical of the private sector have become increasingly 
common in public sectors around the world. Often times they have been promoted under the 
umbrella of fashionable terms such as “change”, “modernization” or NPM. Although not 
entirely new, these ideas gained momentum, starting in the early 1980s, in some Western 
democracies and then increasingly became promoted as a solution – and sometimes the 
solution – to public administration problems across the world. Great variation exists, 
however, in their spread and implementation across countries and sectors. Two of these 
proposals for change are the disaggregation of bureaucratic forms of organization and 
decentralization. The expectation has been that these reforms would improve operational 
flexibility, responsiveness to the needs of service users and ultimately quality and 
performance. Following these reform proposals, administrators are supposed to make use of 
greater discretion in the application of managerial principles and techniques. Managers and 
the entities they lead are expected to exercise initiative, to be proactive, and to act rather than 
just to react to imperatives from politicians, as it was traditionally common in public 
administration. This granted flexibility, however, is exercised in a framework of 
accountability, often with contracts stipulating performance targets. Missing the targets may 
lead to “name and shame” and other sanctions, while hitting the targets may bring about more 
and bigger contracts and budgets – or further increases in managerial freedoms (“earned 
autonomy” as it was termed in the UK). Therefore, the autonomy of public managers, even if 
increased, is still always limited and varies across time and public sectors, and can be more 
realistically termed semi-autonomy.  
  
A second major reform that has been widely experimented with in the public sector is 
decentralization. Decisions, it is argued, ought to be made as close to the citizen as possible. 
In this way it is assumed that information and understanding of local needs improve, which 
can further translate into better decision making. There is also an ambition to reduce the 
overload and delay associated with highly centralized decisions.  However, the trend towards 
 2  
 
decentralization is neither new nor uniform across public sectors. Some governments have 
taken steps to recentralize certain functions after earlier efforts to decentralize while others 
have been initially reluctant to decentralize, but recently have taken more confident steps in 
this direction.  
 
These developments – commonly bracketed under the umbrella of the New Public 
Management – have stimulated enormous interest from both academics and practitioners. 
NPM has left – and is still leaving – a major mark on the history of administrative thought and 
practice. Some have praised NPM, while critics have questioned its logic and emphasized that 
NPM has reinforced or led to a loss of coordination as a result of decentralization and 
disaggregation of formerly more integrated public organizations. Instead of a greater dose of 
NPM, the critics recommend a different kind of treatment: a treatment that is more holistic 
and aims at joining the system up again in a more coordinated and integrated fashion. NPM 
ideas have led to increased specialization in the public sector. In such a model different types 
of expertise are divided across different entities horizontally and/or vertically across different 
levels of government from central to regional and/or local government. It is argued that 
specialization may have improved flexibility, professionalism, performance and a customer 
orientation – common to the private sector – but it may have also led to fragmentation and 
coordination problems in the public sector as a whole. These concerns have increasingly 
stimulated debate and have sometimes led to policy reversals. To address these issues, post-
NPM initiatives have been proposed in various countries. They are known in the public 
administration and management literature under different names, such as joined-up 
government or whole of government, but in essence they all share one major aspiration, that is 
improved coordination. This involves thinking about the public sector or at least specific 
policy sectors as a whole – as systems – rather than as disparate units and organizations.  
The healthcare sector has not been immune to the changes in governance and management 
that have swept across the world in the past decades. Considering the complex, resource-
intensive and politically-sensitive nature of specialized healthcare, it is not surprising that 
hospitals have been key targets of reform. They have traditionally constituted a major part of 
European secondary and tertiary care. Therefore it was to be expected that NPM would have 
an impact on the organization of hospitals. Under growing financial stress, public hospitals 
have been drawn into the management and performance movement and have been expected to 
deliver greater performance. Much of the reform in public hospitals – as in other public 
services – was and is stimulated by fiscal deficits and budget cuts in social spending, 
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combined with a desire to restrain mounting expenditures caused by an aging European 
population. A major component of organizational reform has been the need to do more with 
less and to find ways to reduce spending and diversify funding to sources other than the 
public purse. Concurrently, in many hospital systems, in both developed and developing 
countries, organizational reforms have resulted in greater decentralization. Autonomy is in 
many cases pursued as part of a larger reform program which can include decentralization, 
recentralization or both – decentralization of some functions and tasks and recentralization of 
others. The specific setting of this doctoral dissertation comprises public hospital systems in 
selected European countries:  
 
1) a Nordic country – Norway 
2) a Baltic, EU member state since 2003, formerly part of the Soviet Union – Estonia  
3) a nation in Central and Eastern Europe (CEE), a former communist state and an EU 
member state since 2007 – Romania.  
 
The aim of this thesis is to investigate the principal assumption undergirding post-NPM – the 
alleged problems of coordination. Have increased autonomy and decentralization affected 
coordination and if so, how and why? What effects have these reforms had on the 
coordination of the system of publicly-owned hospitals as a whole? Coordination can be 
studied at different levels (national, regional, local, organizational), but the explicit focus in 
this thesis is on national coordination (or central coordination – we use these terms 
interchangeably throughout the thesis). By national or central coordination we understand the 
coordination by national public healthcare institutions – mainly ministries of health or social 




The thesis addresses the following research questions. For ease of presentation the research 
questions have been divided into three parts. These correspond to three sequential steps that 
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Step 1  
 
RQ1: Has hospital autonomy changed national coordination of the system of publicly-owned 
hospitals in Estonia, Norway and Romania?  
RQ2: Has decentralization changed national coordination of the system of publicly-owned 
hospitals in Estonia and Romania? 
RQ3: Has recentralization changed national coordination of the system of publicly-owned 
hospitals in Norway? 
 
Step 2  
 





RQ5: What theory best explains similarities and differences in coordination problems 
between the selected cases?  
 
 




The present thesis first seeks to fill gaps in the academic literature. A reading of the literature 
connecting reform with coordination has revealed at least one broad theme (Bouckaert, Peters 
and Verhoest, 2010, pp. 7-12; Christensen and Lægreid, 2007; Van de Walle and 
Hammerschmid, 2011, pp. 8-12). The disaggregation of bureaucratic monoliths into public 
organizations with some degree of organizational autonomy is said to have reinforced 
coordination problems. However, the nature and extent of these problems have been 
insufficiently studied (Bouckaert, Peters and Verhoest, 2010, pp. 32-3). Furthermore, most of 
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this literature has not investigated the effects of the alleged problems of coordination. We 
argue that stating that reform led to or reinforced coordination problems is not sufficient. It is 
necessary to “dig deeper” and attempt to evaluate the effects of these problems. For instance, 
coordination problems may affect the performance of the system of hospitals as a whole. This 
is one of the possible effects that can occur in a context of greater organizational autonomy 
with increased freedom of action for individual hospitals and decentralized service provision. 
Furthermore, if hospitals pursue their own goals (such as improving market share or 
expanding their range of services) the efficiency and financial sustainability of the system as a 
whole may be affected. These goals may be different from those of the central coordinating 
bodies, which can reinforce conflict and pose coordination problems. It is possible that it is 
more cost-effective, for instance, for some services to be provided only in specific hospitals. 
The literature has only marginally – and often only rhetorically – addressed such questions.  
 
 
Social relevance: why now and why Estonia, Norway and Romania? 
 
A first look at hospital reforms in the three countries indicates that more research has been 
conducted on evaluating the reforms in some countries than others, with Norway on top, 
followed by Estonia and Romania. Only in recent years has Romania started to experiment 
with decentralizing its public hospital network. Since the major hospital reform of 2002 
Norway has shifted towards greater centralization, accompanied by greater autonomy given to 
hospitals as a result of the creation of health enterprises. Estonia in the first decade after its 
independence promoted decentralization and the creation of autonomous hospitals, organized 
either as foundations or limited companies operating under private law. Romania, by contrast, 
has maintained strong central control. In recent years, however, the government has shown an 
increasing interest in experimenting on a large scale with the decentralization of government 
hospitals. These efforts were translated in 2010 into a major reform which transferred 
ownership of most local and county hospitals to local public authorities. Those of national and 
regional importance were (and still are) owned by the Ministry of Health. In all selected 
countries reforms aiming at increasing autonomy of public hospitals have been part of a larger 
agenda of decentralization (specifically in Estonia and Romania) and recentralization (most 
evidently in the case of Norway). There are evident differences between the three countries 
but equally some similarities in terms of the reforms pursued and alleged coordination 
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problems faced. Health policy makers in all three cases have promoted broadly similar ideas 
at different points in time and in different political, administrative, financial and healthcare 
contexts. Analyzing reform and coordination problems in contrasting contexts can shed light 
on the advantages and disadvantages of reform across different countries. Norway has a 
developed and well-funded welfare and healthcare system, and is very different when 
compared with Estonia and Romania, which are still relatively underfunded. Financial status 
and a developed healthcare system constitute key enabling factors for certain outcomes, but it 
does not necessarily mean that they “solve all problems”. Though these conditions may 
facilitate coordination they do not necessarily rule out problems of coordination. Having more 
money does not necessarily mean having greater coordination. Health policy makers in each 
of the three countries have grappled with finding an optimal balance between local, 
organizational autonomy and central coordination. This makes these countries relevant 
candidates for comparative research into the coordination of public hospital systems. This 
area of research is also relevant because knowledge of problems associated with NPM can 
provide academics and practitioners with a more solid foothold in proposing and evaluating 
post-NPM initiatives – which have become increasingly popular. The increasing spread of 
these initiatives raises important questions about the underlying gaps and problems that they 




As part of the research endeavor we first conducted two field trips in Estonia and Romania 
respectively. Among other meetings we had during the two weeks we spent in Estonia and 
Romania, we interviewed an Audit Manager at the National Audit Office of Estonia (NAO) in 
the capital city Tallinn. Eager to discuss with us, the audit manager informed us that in 2010 
the NAO had conducted a comprehensive investigation into the financial sustainability of the 
network of hospitals in the country. During the meeting she made the following simple, but 
profound statement:  
 
“You may have greater performance of hospitals as organizations, but that does not 
necessarily mean that you will have greater performance of the entire system.” 
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Was the audit manager perhaps looking for more centralization and control? Or was she a 
systems practitioner educated “in the past” or an anti-autonomy, anti-NPM enthusiast?  
Reading the English summary of that NAO report, entitled Sustainability of the Hospital 
Network, we realized that too much agency and autonomy may create or reinforce system-
level problems: inefficiencies and unsustainability in the long run. The need for greater 
national coordination seemed evident. A different interview in one of the major publicly-
owned hospitals in Estonia revealed the hospital’s ambition to improve the “market share” of 
that particular hospital. A picture started to become increasingly clear. Prior to the field 
research in Estonia, we had spent time in Romania for the same purpose. Meeting with 
experts from the Ministry of Health was a top priority. It is not without importance that the 
Ministry of Health is housed in the same building as the Ministry of Administration and 
Internal Affairs – a place of tremendous significance in the history of the country. This 
location, now the Revolution Square, used to be the home of the central committee of the 
Romanian communist party (the central executive body of the party). It is also the place from 
where Nicolae Ceaușescu gave his last address in December 1989 to the massive crowd 
gathered in the square to listen to him before fleeing in a helicopter under public pressure. 
Upon entering the ministerial building, a major poster quickly caught the eye. It included a 
list of the principles and core values guiding the work of the Ministry of Health. It read (in 





Cutting red tape 
Modernization of infrastructure 
 
This provided prima facie evidence – at least at a declarative level – of what we had been 
reading and learning about; that is, that a process of organizational and management reform 
was on top of the official health policy agenda. The tension between the autonomy, or 
discretion, of publicly-owned hospitals and the need for systemic coordination and 
governance has triggered massive interest and experimentation across the globe. The famous 
pendulum has also swung back and forth between decentralization and recentralization. 
Norway is no exception. The past decade witnessed a major structural reform in the 
Norwegian hospital system which aimed at recentralizing ownership of hospitals and at the 
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same time creating hospital enterprises. More recently a coordination reform sought to better 
integrate the various components of the Norwegian welfare system and allocate more 
resources to municipalities than it used to be the case in the past. Coordination can be 
considered a “favorite” target for public administration reform and a recurrent theme in 
academic public administration in the country. An official report of the Ministry of Health 
and Care Services (2009) introducing the coordination reform identifies improved 
coordination as a main factor for enhancing the efficiency and sustainability of healthcare 
provision. The report concludes that increased resources need to be allocated at the 




There is a growing body of literature, as we shall see in Chapter 2, on governance and 
coordination in the public sector generally and healthcare specifically. Similarly, the 
autonomy and decentralization of public organizations have received much attention in the 
public administration and management literature. This thesis builds on these two bodies of 
knowledge, and aims to contribute to the existing literature. The thesis: 
 
 Directly compares two eastern and one western European system and shows that such 
comparison, although it does not follow a most similar research design, is both 
feasible and productive. This research finds that problems of coordination can occur in 
different systems and therefore to study public sector coordination comparatively one 
can choose to select cases that display differences between them and look for factors 
that can explain a similar outcome 
 Covers one country where only very limited research on hospital reforms has 
previously been published (Romania) 
 Sets out new primary evidence in the form of original interviews and documentary 
evidence which has not previously been cited in academic research 
 Employs two theoretical approaches in a comparative and complementary way, and 
argues that conflicting interests and goals and hospital system culture help explain 
coordination in European public hospital systems 
 Proposes an analytical framework for analyzing coordination in public hospital 
systems and finds the framework to be useful in that it encourages researchers and 
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practitioners to think specifically about the implications of coordination; that is, the 
problems and effects of coordination problems. 
 
Structure of the thesis 
 
The thesis comprises eight chapters. Chapter 2 reviews the literature and shows how the 
subject matter of the thesis is embedded in the broad academic discourse. This consists of the 
public administration and management literature – particularly New Public Management, 
governance and coordination – on the one hand, and healthcare and hospital management and 
governance, on the other hand. It provides a theoretical review of the concept of coordination, 
and shows how different theories have dealt with coordination in a public sector context. The 
chapter also reviews existing analytical and empirical approaches to coordination. In chapter 3 
we propose an analytical framework geared to the central coordination of publicly-owned 
hospitals. The framework builds on two theories – principal-agent theory and sociological 
institutionalism – and seeks to explain why coordination problems occur across the three 
cases. Chapter 4 includes the research design: the case selection and methods. The thesis uses 
an explanatory comparative case study approach to understand how reform affects 
coordination in hospital systems in the three country cases: Estonia, Norway and Romania. 
We use congruence analysis as a specific type of case study research. Congruence analysis 
connects empirical observations to expectations derived from theory. The main source of 
empirical material comprises of a program of semi-structured interviews conducted in all 
three countries with various stakeholders – both in central institutions and public hospitals. 
This evidence is supplemented with relevant documentary data and statistical information. 
Chapters 5 through 7 constitute the core of the thesis and they describe, evaluate and explain 
the relationship between organizational reform in public hospitals and coordination problems. 
Each of these three country chapters ends by discussing the compatibility between empirical 
findings and the theoretical propositions derived from the two theories. In each country 
chapter we seek to explain the relationship between organizational reform in public hospitals 
and central coordination by means of the theoretical framework introduced in Chapter 3. 
Chapter 8 concludes by comparing the empirical and theoretical findings across the three 
cases and discusses the implications of the results for theory and practice.  
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CHAPTER 2: PUBLIC MANAGEMENT REFORM AND COORDINATION 
 
Introduction 
This introduction lays the ground for the literature review (this chapter) and the theoretical 
framework in the following chapter. It first discusses the scope of review and the specific 
strands of literature that form the background of the thesis. It explains why this specific 
literature is included, the rationale and the order in which it is reviewed. The structure of the 
entire chapter is presented in Table 1 below.  
 
Table 1: Structure of literature review 
Introduction 
Scope of review – what is included, what is left out and why 
Categories of literature included in the review                                     
Order of the categories and rationale for that order 
Content 
NPM and public sector reform                                                        
NPM and public sector reform in Central and Eastern Europe       NPM in general 
Autonomy 
Decentralization  
                                   
NPM and healthcare reform                                       
Autonomy of hospitals                                                           NPM and hospital reform                                         
Decentralization of hospitals    
    
Theorizing coordination                                                          
Coordination and NPM                                                           Coordination 
Coordination, hospital autonomy and decentralization                                  
 
 
The focus of this thesis is central coordination of public hospitals in a context of increased 
autonomy and decentralization. The starting point is the NPM and the influence of NPM ideas 
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on public sector reform. We first review literature on NPM more generally and then look 
specifically at the effects of NPM reforms in Central and Eastern Europe. Although the 
distinction between NPM in different regions of Europe is not always clear, Central and 
Eastern Europe as a region presents a number of characteristics that distinguish it from 
Western Europe. There are studies of NPM that take Central and Eastern Europe as their 
domain and claim that the effects of NPM are likely to be different in this region. Therefore 
we look specifically at studies of NPM in this region in addition to studies of NPM elsewhere. 
From this strand of literature we move on to discuss NPM in healthcare and focus specifically 
on studies of the autonomy of public hospitals and decentralization in hospital systems. Some 
commentators have criticized these reforms for creating or reinforcing problems of 
coordination. Coordination was not a prominent concern in the original NPM model, but 
NPM critics have sometimes chastised or dismissed NPM altogether on this ground. For these 
reasons we want to study if coordination constitutes a problem in the context of NPM reform 
in public hospital systems. The review of the literature on coordination begins with general 
theory followed by a review of studies of NPM and coordination and then specific studies of 
decentralization, hospital autonomy and coordination. On the basis of this theoretical and 
empirical review, we introduce a theoretical framework in the next chapter.  
 
 
NPM and public sector reform 
 
The New Public Management is not as new as it used to be. In some parts of the world it is 
getting older and older while in others it appears to have the features of an elixir, young, 
vigorous. Some parts of the world even may not have yet been introduced to it. Some 
academics have declared the demise of NPM (for example Dunleavy et al., 2006) whereas 
others think it has reached middle age (Hood and Peters, 2004). Practitioners, however, may 
well use NPM ideas to reform their organizations, but say little in practice about the existence 
of a distinct NPM model (Bekker, 2013). Coined twenty years ago, NPM has now received 
considerable attention in both academia and government. Starting with certain pioneering 
OECD countries, governments across the globe have tried to implement NPM ideas to reap 
the benefits of the promises they make: creating a better government which operates more 
efficiently and effectively and delivers high quality public services either directly or indirectly 
through semi-autonomous agencies. For more than twenty years, scholars of public 
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administration and management have tried to conceptualize NPM, to delineate its scope and 
reach, to understand its origins and to assess its various effects, implications and adaptations 
(Brans, 1997; Ferlie et al., 1996; Hood, 1991; Hood, 1995; McLaughlin et al., 2002; Pollitt, 
1995; Pollitt and Bouckaert, 2011; Pollitt and Dan, 2011). This has created what some 
scholars call a “substantial branch industry in defining how NPM should be conceptualized 
and how it has changed” (Dunleavy et al., 2006a: 469).  
 
Stemming from the reform agenda of certain OECD countries starting in late 1970s, NPM 
was a convenient label to group under the same umbrella a number of similar doctrines of 
administrative change that dominated the reform agenda of those countries (Hood, 1991). In 
addition to being construed as a set of similar ideas, NPM is understood as a specific, though 
not universally labeled and recognized, set of tools, mechanisms and practices. Pollitt and 
Bouckaert (2011, p. 10) distinguish a set of five such practices: 
 
 Greater emphasis on ‘performance’, especially through the measurement of outputs 
 A preference for lean, flat, small, specialized (disaggregated) organizational forms 
over large, multi-functional forms 
 A widespread substitution of contracts for hierarchical relations as the principal 
coordinating device 
 A widespread injection of market-type mechanisms (MTMs) including competitive 
tendering, public sector league tables, performance-related pay and various user-
choice mechanisms 
 An emphasis on treating service users as ‘customers’ and on the application of generic 
quality improvement techniques such as TQM.  
 
This does not mean that NPM has only been framed in this way. Various labels and 
interpretations have been added (and are being added) since it first became part of the 
academic discourse (Dunleavy et al., 2006a, p. 469). Commentators have rightfully noted that 
NPM is not a stable, coherent theory, but rather a doctrine and a set of practices that are 
associated with an entrepreneurial government that is more disaggregated than a traditional 
bureaucratic structure, employs business-like techniques and makes greater use of 
performance management and control tools. In the words of Dunleavy et al. (2006a, p. 470) 
the three “chief integrating themes in NPM have focused on disaggregation, competition and 
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incentivization.” Autonomy is the close cousin of disaggregation. Scholars have argued that 
there was not one single coherent theory that fed into the NPM (Pollitt and Bouckaert, 2011). 
Nevertheless, economic theories, typically neo-classical and rational choice, are often 
considered to form the core of the theoretical basis of NPM. These include public choice 
theory (Downs, 1967; Niskanen, 1968; Niskanen, 1971; see also Boyne et al., 2003 for an 
application to public services in the UK), principal-agent theory (Jensen and Meckling, 1976; 
see also Buchanan, 1988; Verhoest, 2005) and property rights theory (Preker and Harding, 
2003). Business-type managerialism was a second strand of ideas that influenced the NPM. 
Unlike neo-institutional economics, generic management theory takes a more optimistic view 
of motivation and the ability of leaders to inspire and guide staff, and to reset organizational 
cultures. These two streams have created tension within NPM (Balle Hansen, Steen and de 
Jong, 2013, p. 31; Hood, 1991, p. 6). NPM promoters have argued that NPM ideas would lead 
to significant improvements in how the public sector operates and responds to public needs. 
As major review of the NPM literature across Europe argued:  “In most of the pro-NPM 
literature it was assumed that the application of ‘business methods’ would result in a public 
sector that was cheaper, more efficient, and more responsive to its ‘customers’” (Pollitt and 
Dan, 2011, p. 8). This report found that NPM can be associated in some situations with 
positive changes, but that the picture is far from uniform. In many cases, NPM did not reach 
its expectations, and furthermore in some cases it has led to deteriorations. Hood (2011) and 
Pollitt (2013) are puzzled by how little we know about the extent to which the expectations of 
NPM have been realized: “Indeed, what will surprise many readers is how little we seem to 
know after decades of research about whether and how far NPM ’worked’ in what is 
commonly said to have been its main original concern, namely to cut costs and improve 
efficiency” (Hood, 2011, p. 738; Hood and Dixon, 2012). How exactly the components of 
NPM were each expected to lead to these benefits – the mechanism – was only partially 
spelled out by NPM enthusiasts. It was believed that what worked in business would also 
work in government. For example, contracts are supposed to encourage closer definition of 
services – to stop mission creep – and a defined budget or price would stop budgetary creep. 
Market-type mechanisms were designed to foster competition and were expected to steer 
bureaucrats to become customer-minded rather than self-centered. It was assumed that this 
shift would eliminate monopoly and encourage efficiency, quality, innovation and 
effectiveness in service provision. The measurement of performance, particularly outputs, was 
seen as a response to bureaucratic self-seeking behavior that needed control if it was to be 
responsive to user needs. By measurement and performance information, control in the right 
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direction became – at least in theory – possible. The interest in NPM reforms has led to many 
changes in how governments work in countries where it was intensely implemented, but has 
not transformed all the older structures, processes and services of the traditional Weberian 
bureaucracy. To be sure, there is a continuum depending on how intensively NPM was 
allowed to make its mark, but even in now strongly NPM countries it has not transformed 
everything (Dunleavy et al., 2006a). NPM coexisted and coexists with features of the 
Weberian bureaucracy and, more  recently, with post-NPM approaches, grouped under 
various labels such as digital-era governance (Dunleavy et al., 2006b), neo-Weberian state 
(NWS) and new public governance (NPG) (Osborne, 2006; Osborne, 2010; Pollitt and 
Bouckaert, 2011), public value (Moore, 1995), whole of government (Christensen and 
Lægreid, 2007) or joined-up government (Hood, 2005). This new “third wave” of reforms has 
been advanced to address the challenges, contradictions and (perceived or real) unintended 
consequences of NPM such as policy fragmentation, lack of coordination or issues of policy 
and social cohesion (Dunleavy et al., 2006a; Van de Walle and Hammerschmid, 2011). While 
in the countries where NPM has gone furthest there is a need for a more systematic impact 
assessment focused on the outputs and especially the outcomes of NPM reforms (Pollitt and 
Dan, 2013), in Central and Eastern Europe this would be too lofty a goal. Although NPM-type 
reforms have started to be adopted in some countries in the region since the 1990s, few of 
them have been successfully implemented (Bouckaert et al., 2008, Nemec, 2008). 
Implementation problems are not exclusive to administrative systems in CEE (see for 
example Askim et al., 2010; Micheli and Neely, 2010; Roberts, 1997 for examples from 
Western states). However, one can see a clear pattern of issues of implementation of 
innovation in public management in a number of states in CEE (Dunn et al., 2006). As is the 
case elsewhere in Europe, there has been little evaluation of NPM-type reforms that were 
successfully implemented.  
 
 
NPM and public sector reform in Central and Eastern Europe 
 
The literature studying NPM reforms in Central and Eastern Europe has grown considerably 
during the past ten years. Examples of studies of NPM in the region include Bouckaert et al. 
(2008), Bouckaert, Nakrošis and Nemec (2011), Caddy and Vintar (2002), Drechsler (2005), 
Drechsler (2009), Dunn et al. (2006), Nemec (2010), Nemec and de Vries (2012), Nemec and 
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Kolisnichenko (2006), Peters (2008), Verheijen and Dobrolyubova (2007). In this section we 
review this literature and draw conclusions about the current state of NPM scholarship in the 
region. Nemec (2010) reviews NPM reforms and argues that there are clear differences across 
countries in the weight of NPM in broader public sector reform programs. The author looks at 
a number of studies in Estonia, Slovakia and the Czech Republic evaluating NPM tools such 
as contracting out, benchmarking, decentralization and performance budgeting. He finds that 
the success of NPM depends on country and specific NPM tools and mechanisms as well as 
on “concrete local conditions and the environment” (p. 40). The overview discusses a number 
of factors characteristic of the transitional state of the public sector in the region that affect the 
possible success of NPM as a whole. They include underdeveloped competitive markets (see 
also Bouckaert et al., 2008; Bouckaert, Nakrošis and Nemec, 2011; Nemec and 
Kolisnichenko, 2006), developing democratic institutions and citizen accountability, the 
quality of the state of law, corruption, territorial fragmentation and lack of sufficient 
administrative capacity to design, implement, monitor and evaluate policy (Nemec and de 
Vries, 2012; Peters, 2008). The article finds that some positive impacts of certain NPM tools 
such as benchmarking seem apparent, but it does not discuss any such positive effects in 
detail. Overall, the article concludes that “NPM tools and mechanisms delivered very mixed 
results in the CEE region more negative than positive mainly not because of their character, 
but because of their wrong implementation or non-implementation (we feel that, for example, 
benchmarking may really help)” (p. 46). These findings seem to indicate that there is nothing 
inherently wrong with NPM reforms as long as adequate implementation and suitable local 
conditions are in place (Dunn et al., 2006). A few other studies have reached similar 
conclusions (Bouckaert et al., 2008; Bouckaert, Nakrošis and Nemec, 2011; Nemec and de 
Vries, 2012). They emphasize that the context in CEE differed from that of Western countries 
where NPM originated, and that this context proved instrumental. Political and administrative 
instability is one additional, frequently-mentioned contextual factor that hampers a long-term 
systemic approach to reform – importantly, both NPM or of a different type. Nemec and de 
Vries (2012) point out that NPM may not have worked in fragile democracies in Eastern 
Europe and the former Soviet Union because it prioritized efficiency gains and budget cuts 
while what was primarily needed was building democratic institutions and developing civil 
service systems and administrative capacity. In this case, the authors argue, NPM did not 
deliver as expected because it was not the right solution in the first place.  
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Reforms in CEE have often been proposed and implemented in a piecemeal manner 
(Bouckaert, Nakrošis and Nemec, 2011; Randma-Liiv et al., 2011; see also Van Thiel, 2011 
concerning the approach to agencification). In their detailed study of implementation, Dunn et 
al. (2006, pp. 20-23) discussed seven guidelines and conditions that can facilitate or delay 
policy and reform implementation. They underline that these conditions are rarely met in 
practice, which can explain why many administrative reforms were poorly implemented or 
were not implemented at all. They are management policy design, clarity and specificity of 
rules and operating routines, management and policy skills, core and secondary belief change, 
anticipatory impact assessment, institutionalization of monitoring and evaluation, and 
management policy communication. The volume shows how implementation is retarded 
because of one or more of these unmet conditions influencing policy and reform impacts.  
There is relatively little discussion of positive findings associated with NPM in the above 
overviews of the literature. Some examples of positive impacts do exist (Bouckaert et al., 
2008; Bouckaert, Nakrošis and Nemec, 2011) but they are i) only cursorily discussed; and ii) 
rarely attributed to NPM. The focus is largely on how and why public management reform 
more generally and NPM more specifically has not delivered up to its expectations. For 
example, reform achievements are discussed in areas such as financial management, civil 
service and human resources management, various organizational changes, ITC systems, and 
lastly, performance and quality management (Bouckaert et al., 2008; Bouckaert, Nakrošis and 
Nemec, 2011). It can be argued, first, that with the exception of performance and quality 
systems, these other instruments are not NPM. Second, these achievements refer to the 
process of introduction of new performance and quality systems, and very little to their 
impacts. For example, Tӧnnisson (2006) assesses the perceptions of heads of Estonian local 
governments and finds empirically that their evaluation of the effects of NPM is overall 
positive. The paper, however, focuses on why NPM does not work – rather than on what 
works about NPM. It argues that social desirability bias, the theoretical underpinnings of 
NPM and implementation gaps alter these perceptions. However, empirically, in general, 
NPM was perceived to work (Tӧnnisson, 2006). Other academics have criticized NPM and 
questioned its suitability in a public sector context (Drechsler, 2005; 2009). According to this 
view, NPM has failed to work not because the right context was not in place or because of 
lacking implementation capacity, but because of a presumably wrong inherent logic of NPM. 
Under such a scenario, there seems to be no escape – unless it embraces a Weberian logic and 
transforms into something else NPM is doomed to fail. Other research, however, found that 
certain ideas and practices of NPM, such as performance management, public service quality 
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and the overall focus on improving management and focusing on the service user, have led to 
improvements in the public sector (Dan and Pollitt, 2014; Dan, 2015).  
 
A second type of study of the impacts of NPM in CEE concerns specific NPM instruments. 
These studies rarely concentrate on, evaluate and view NPM as a whole. They discuss specific 
NPM tools such as quality improvement schemes, contracting out or performance 
management and measurement techniques. On a more positive note, Verheijen and 
Dobrolyubova (2007) evaluate performance management systems in Latvia, Lithuania and the 
Russian Federation.  While performance management is not a panacea and sustained effort is 
needed, the study provides evidence that performance management can “work” in CEE 
administrative systems. The authors argue that this finding “contradicts the widely held notion 
that performance-based public management systems are not suitable for ‘developing’ 
countries” (p. 205). However, certain pre-requisites are necessary for this to happen. First, a 
step-by-step, incremental approach to implementation can overcome barriers to the use of 
innovative tools. Second, in low-capacity environments common to the region, it is important 
to adapt the scope and speed of reform to reflect available capacity on the ground. As the 
study puts it, certain vulnerabilities remain, and they need to be tackled. They include 
translating overall performance objectives into individual performance targets, creating a 
results-based culture and developing capacity and personnel systems (p. 214). However, 
despite these areas where further and continued attention is needed, there is evidence that 
much has been achieved in particular on strategic, ministry- and agency-level performance 
management, which can have “important pay-offs both in improved fiscal management and, 
in the longer run in service delivery quality” (p. 214). Tõnnisson and Wilson (2007) assess the 
perceptions of local government managers in Estonia using the UK’s Best Value framework. 
They find that local governments have pursued a performance-based agenda, but identify 
possible contradictions between the managers’ perceptions and the reality of using 
performance tools on the ground. The article, however, does not seek to assess the impacts of 
performance tools, but rather it surveys the extent to which such reform has been 
implemented and how local managers have perceived it.   
 




A consequence of autonomy reform is expected to be a change in the degree and scope of 
formal, de jure autonomy of public sector organizations. A change in autonomy is seldom 
viewed as a goal in itself. Rather it is usually considered one of the means by which 
performance can be improved (Chawla et al., 1996; Govindaraj and Chawla, 1996). A 
standard definition used in the political science and public administration literature views 
autonomy in terms of discretion, choice or legal right to exercise decision-making 
responsibilities within a certain accountability and control framework (Bryner, 1987; 
Shumavon and Hibbeln, 1986). Autonomy, as this definition implies, is not an absolute 
concept. Regardless of the type of public sector organization, autonomy is never absolute in a 
democratic society. Even in the case of privatization, autonomy, though significantly higher 
than in the other forms of organizational reform, is not absolute since privatized entities 
operate within a certain regulatory framework established and monitored by governmental 
regulatory agencies. Therefore the literature suggests that a more realistic term to describe the 
degree of autonomy would be semi or partial autonomy (Chawla et al., 1996; Verhoest et al., 
2012). Autonomy is construed in the public administration literature as a multi-dimensional 
concept (Verhoest et al., 2004). It encompasses various functional forms such as managerial 
autonomy, legal autonomy, policy autonomy and financial autonomy. Great variation exists, 
however, in how much autonomy is granted along these various dimensions which in 
themselves are not readily distinct. The literature also recognizes that de facto autonomy may 
be different from formal, de jure autonomy (Bossert, 1998; Verhoest et al., 2012). Similarly, 
although formally autonomous public organizations may be given the same degree of 
discretion, in reality they may use it differently – some may overuse it while others may not 
use all of its dimensions, or use them differently (Verhoest et al., 2012). A semi-autonomous 
organization may enjoy a certain degree of autonomy relative to central government, local 
government and other stakeholders. Moreover, semi-autonomy is not a static right – it can 
alter in either sense over time. These contribute to a complex web of semi-discretionary 
dynamic powers. Disaggregation of large public bureaucracies into single-purpose semi-
autonomous agencies, it was believed, would improve flexibility of operation. Organizational 
size was chastised by public choice theorists, and it was strongly believed that small is better: 
smaller organizations are more outward-focused, more “managerial”, are easier to control and 
more likely to adapt to changing needs in their environment.  
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The creation of agencies has been at the center of NPM, but empirically evaluating the 
success of autonomy in the public sector is no easy task. While much has been written and 
commented about agencies in the past two decades, clear evidence of effects is still scarce and 
fraught with a host of methodological problems. A number of patterns have emerged as a 
result of international comparative research into agencies in European public sectors (Dan, 
2014; Verhoest et al., 2012). First, there is mixed evidence concerning the outputs and 
outcomes of agencification. Second, there is evidence in different countries and sectors on 
improved processes following an increase in autonomy (Dan, 2014). In concrete terms this is 
manifested in modernization of management infrastructure and greater orientation towards the 
needs and demands of service users. Third, a number of unintended consequences of 
autonomy have become apparent. The most frequent are concerns about organizational 
stability, fragmentation and diminished central, system-level coordination and governance. 
Transparency and accountability are two other dimensions related to the effects of agencies, 
but evidence is more mixed in these cases. Some studies have identified diminished 
transparency and accountability while others found evidence that these improved in a context 
of agencification. These contribute to a nuanced picture of the effects of the creation and on-
going operation of public sector agencies. A special issue in the Transylvanian Review of 
Administrative Sciences (2011) provides an overview of experiences with agencification in 
Croatia, Estonia, Hungary, Lithuania, Romania and Slovakia and discusses the specifics of 
agencies in this region (see also Nakrošis and Martinaitis, 2011 and volume V number 2 
Winter 2012/2013 “The Politics of Agency Governance” in the NISPAcee Journal of Public 
Administration and Policy). The following findings have been reached: i) there is limited 
empirical evidence of the impacts of agency reform in Central and Eastern Europe; ii) the 
contributions in the issue are mostly descriptive outlining the agency landscape and 
developments in agencies in each country (see preface to the special issue); iii) the approach 
to the creation of agencies has most often been piecemeal rather than systematic; iv) less 
funding and capacity to develop and implement agency reform were available compared to 
Western countries (Van Thiel, 2011); v) coordination mechanisms are still under 
development, which makes further agencification problematic leading to fragmentation  in 
those countries which pursued a more aggressive agency agenda (Randma-Liiv et al., 2011); 
vi) in high-corruption environments granting greater autonomy to agencies and service 
delivery organizations may lead to rent-seeking and waste; vii) some country cases have 
found a number of positive effects, such as improved results (see Slovakian case). Overall, 
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although research so far has identified a number of problems, some have argued that the 
creation of agencies, nonetheless, was “an important step forward in Slovakia and elsewhere 
in CEE” (Nemec, Mikusova Merickova and Vozarova, 2011, p. 140; see also Pollitt, 2004 for 




Political science, public administration and health policy scholars have developed a number 
of definitions and types of decentralization.  Rondinelli and Cheema (1983) and Mills et al. 
(1990) distinguish between four forms of decentralization, i.e. de-concentration, delegation, 
devolution and privatization. De-concentration is defined as shifting powers from central 
government to local governments within the same administrative structure. Delegation, by 
contrast, is conceptualized as granting powers to semi-autonomous agencies operating at 
arm’s length from the government which still exercises strategic control, but relatively less 
control on operational and management matters. Devolution is defined as a transfer of 
ownership from the central government to separate administrative structures at the regional, 
county or local level. Although autonomy reform as such is not formally recognized as a form 
of decentralization, it is clear that delegation is the organizational reform that would most 
closely reflect what is nowadays understood by autonomy reform. Pollitt, Birchall and 
Putman (1998, pp. 7-9) analyze four main types of decentralization: political versus 
administrative, competitive versus non-competitive, internal decentralization as contrasted to 
devolution and finally vertical and horizontal decentralization. They distinguish between 
these types in the following way:  
 
 Political decentralization involves decentralized authority to elected representatives 
whereas in the case of administrative decentralization authority is decentralized to 
managers and appointed, rather than elected, bodies 
 In competitive decentralization there is competitive tendering while non-competitive 
decentralization does not involve competition 
 Internal decentralization occurs within the same organization whereas devolution 
includes decentralized authority to a separate, legally established, organization  
 In horizontal decentralization authority is shared within an organization while vertical 
decentralization follows a more top-down logic. 
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Other dimensions and taxonomies of decentralization exist in the public administration and 
management literature. Along similar lines with the previous classification, In the Oxford 
Handbook of Public Management, Pollitt (2005, pp. 374-6) differentiates political 
decentralization from administrative decentralization, territorial from non-territorial, 
competitive from non-competitive decentralization, internal from external and lastly vertical 
from horizontal decentralization. He notes that what these different types have in common is 
the notion of “authority being spread out from a smaller to a larger number of actors”.   
Pollitt, Birchall and Putman (1998) analyze decentralization reform of the UK Conservative 
governments in late 1980s and the first half of the 1990s and look at the impact of the reform 
in three sectors: hospitals, schools and housing. Their general conclusion is that the three 
sectors experienced during that time an intensification of activity, efficiency improvements 
and a shift towards a cost-conscious and consumer-oriented culture. The benefits seem to 
outweigh certain drawbacks such as concerns about equity, fragmentation and representative 
local democracy. The latter in particular was found suffering in a context of heightened 
administrative, management-centered decentralization favored by the Conservatives. 
However, they did not find conclusive evidence that decentralization convincingly led to 
these benefits and drawbacks – it was one of the many possible contributing factors (Pollitt, 
Birchall and Putman, 1998, p. 179). Nemec (2007) discusses general lessons from 
decentralization reforms in the context of Central and Eastern Europe. He argues that 
decentralization may have both negative and positive impacts depending on country-specific 
conditions. In a weak democratic system with little respect for the rule of law, high levels of 
corruption and low implementation capacity, decentralization is likely to give rise to 
clientelism and rent-seeking behavior. Under such circumstances it is likely that the positive 
expectations of decentralization will not be achieved. However, this does not mean that 
decentralization is inherently unproductive and that it is impossible for decentralization 
reform to work well (Nemec, 2007). 
 
NPM and healthcare reform  
 
New public management ideas and related concepts and practices such as entrepreneurialism 
or managerialism are not new to the healthcare sector. These ideas had been influencing 
public healthcare organizations such as hospitals, general practices, and insurance funds 
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before NPM became part of the academic debate in the 1980s. Entrepreneurial behavior in 
healthcare, as it is sometimes called, has been observed in various healthcare areas, including 
at least the following: the hospital sector, the pharmaceutical industry, social care, third-party 
payers, primary healthcare and oral healthcare services (Saltman, Busse and Mossialos, 
2002). Looking at general trends in Europe in the 1990s, this same study observed that 
entrepreneurial behavior was growing in hospitals, pharmaceutical markets, social care and 
third-party payers. Similarly it observed that entrepreneurialism was strong but not changing 
in primary healthcare and oral healthcare services. Due to complexity, size and a strong 
management component, management reforms have found fertile ground in hospitals, and 
have raised questions about how to best regulate the entrepreneurial behavior of hospitals 
while at the same time enabling, steering and coordinating it so as to flourish for the public 
good. NPM ideas became increasingly salient in reforming public hospital management 
starting in the 1980s and continuing on in the following decades. Years later, a sizable body 
of literature has accumulated. In reviewing this literature we focus on the studies that 
specifically evaluate or discuss decentralization and autonomy of publicly-owned hospitals.  
 
A first strand of literature on NPM in hospitals looks at micro-level management and 
performance. Some identify this body of research as the “management matters thesis” (Boyne, 
2003; Moynihan and Pandey, 2005). What underlies this research in healthcare is a “clear 
recognition that only so much can be achieved by appealing to individual practitioners, and 
that more effort needs to be expended on understanding how the organization and 
management of care affects outcomes” (West, 2001, p. 41). The unit of analysis in this body 
of research is the healthcare organization and its subdivisions. While not ignoring larger 
governance concerns, this literature seeks to understand particularly what role management 
has on the performance of public organizations. Some authors view hospital management as 
“operational governance” (Saltman, Durán and Dubois, 2011). This is used to distinguish the 
micro level from the meso and macro levels of governance. The meso level encompasses 
governance processes at the level of the boards of healthcare organizations, whereas the 
macro level includes processes at the level of the entire healthcare system. Academics have 
stressed that the organization and management of public hospitals have an impact on hospital 
performance, but evidence of how and how much management matters is still patchy. After a 
review of the literature, one author pointed out that “although few would now question that 
management does not matter in delivering quality healthcare, knowledge about the nature of 
the relationship is incomplete” (West, 2001, p. 40). West (2001) concluded that overall “there 
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is some evidence that management matters as well as the combined efforts of individual 
clinicians and teams” (p. 40). This study was particularly interested in identifying variables 
associated with hospital performance and quality of care including “structural features of the 
organization”, i.e. decentralized vs. centralized decision-making processes, “organizational 
processes” such as human resource management practices, internal communication and 
participatory management. Importantly, the author stressed that a key point in the literature 
was the need for participatory decision making, involvement and autonomy (West, 2001, pp. 
46-7). A major caveat of this literature, however, is that the bulk of research has been in 
Anglo-Saxon countries – although organizational reform is not restricted to these countries 
(Bloom et al., 2010; Smith et al., 2009; West, 2001). A number of lines for future research 
were identified (West, 2001; see also Flood, 1994). They included: i) a need for theoretically- 
informed research; ii) longitudinal rather than cross-sectional designs need to be used in order 
to address causal links and sequential temporality more systematically; iii) there is no single 
theory that can yet explain the complexity of the relationship between the organization and 
management of hospitals and performance; iv) future research should account for the role of 
culture in managerial decision-making; and v) overwhelmingly research has focused so far on 
Anglo-Saxon countries, particularly the US.  
 
Both economic and general management theories were deemed to undergird the adoption of 
NPM reforms in public hospitals (Bloom et al., 2010; Preker and Harding, 2003; West, 2001). 
The key expectation of these theories is that autonomous organizations are uniquely 
positioned to deliver performance – if only they were equipped with the proper incentives. 
Being granted the needed discretion to operate and make decisions, management, it is argued, 
does matter (Bloom et al., 2010). It is assumed that service delivery organizations need to 
enjoy a certain degree of discretion so that decisions can be made locally on the basis of the 
specific circumstances of each organization and on patient preferences. Therefore allocative 
efficiency is presumed to improve following disaggregation (Collins et al., 1999; Govindaraj 
and Chawla, 1996). Technical efficiency of operations is likewise assumed to improve. A 
flexible delivery organization is expected to be in a better position to innovate constantly, and 
to find cost-effective and creative solutions to improve quality, to address financial problems 
and adapt to changing patterns of demand. As a result public accountability and patient 
satisfaction are supposed to improve (Collins et al., 1999; Govindaraj and Chawla, 1996). 
Autonomy enables organizations to design, in economic parlance, the optimal production 
function by using the optimal level and set of skills of personnel, availability of medication 
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and equipment. Likewise, if management is empowered with the adequate decision-making 
capacity, it can motivate personnel by designing tailored incentives, which in turn are 
expected to lead to performance improvements. An expanded choice of services available to 
patients is an additional expected benefit. The expectation is that performance of service 
delivery organizations will improve without a significant decrease in equity or access to 
services. No other consequences were originally envisaged by NPM proponents. Issues of 
fragmentation, coordination and their implications for systemic performance and policy 
coherence were not part of the original model. Much weight is placed on the performance of 
operations at unit level measured by the production of outputs (Schick, 1996). Under the 
inspiration of NPM ideas, health care reformers have opted for a combination of reforms 
aimed at greater decentralization, autonomy, corporatization and privatization (Atun, 2007; 
Busse, van der Grinten and Svensson, 2002; Preker and Harding, 2003). Some authors viewed 
these reforms as sequential steps towards (ultimately) privatization, potentially one building 
upon the other, depending on the context, problems and characteristics of each hospital 
system (Preker and Harding, 2003). However, reforms of public hospitals have not been 
pursued in isolation. Their various elements have been adopted in combination with other 
healthcare policies and in other cases as a comprehensive reform program. Some reforms 
envisaged the transfer of ownership of public hospitals from the central government to local 
municipalities (decentralization) combined with greater autonomy granted to hospitals 
(Saltman, Durán and Dubois, 2011). It is worth noting here that the direction of reform in 
European hospital systems has not always been towards greater decentralization and greater 
management autonomy. Greater decentralization and management autonomy have been 
followed in some countries by efforts to recentralize certain functions (Habicht, Habicht and 
Jesse, 2011; Hagen and Kaarbøe, 2006; Vrangbæk, 2007). Recentralization, however, does 
not necessarily imply diminished hospital autonomy. Reforms in public hospitals in Norway 
in 2002, for instance, transferred ownership from county governments to the central 
government (recentralization), but operational autonomy of hospitals increased as a result of 
the creation of health enterprises. In some studies of decentralization in healthcare, the 
granting of autonomy to providers is seen as a form of decentralization (Bossert, 1998; 
Bossert and Beauvais, 2002). It is in this context that NPM-type reform in public hospitals 
finds its place and needs to be investigated. It is but one of a panoply of changes in public 
hospitals. Autonomy reform is expected to make hospital managers manage. Corporatization 
is thought in terms of the creation of health enterprises subject to private law or at least given 
the structural or organizational form of a corporation while still under public law. 
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Corporatization is often associated with an intense use of corporate, managerial techniques 
such as performance management and measurement systems or quality improvement 
schemes. Autonomy reform, however, is also expected to enable service delivery 
organizations to make greater use of managerial tools to manage performance. Therefore in 
this respect differences between autonomy reform and corporatization are not always clear 
cut. Finally, privatization is defined as the transfer or sale of ownership to private providers. 
Collins et al. (1999) specifically underlined that hospital autonomy is a multi-faceted concept. 
Hospital autonomy, they argued, forms a dynamic continuum. The authors emphasized that 
“autonomous hospitals may still be owned by the government but have the ability to act under 
their own authority to achieve their primary missions. Although established by the 
government, autonomous hospitals share some of the characteristics of private organizations 
that should allow them to operate more efficiently” (p. 130). A systematic contribution to the 
literature on framing autonomy in the public sector is found in Bossert (1998). This 
framework is then applied to a series of case studies of decentralization of public hospitals in 
developing countries (Bossert and Beauvais, 2002). Based on principal-agent theory, the 
study built a framework called “decision space map” which consists of the range of choice 
available to local decision makers along specific functional dimensions. This complex 
framework is flexible enough to be used not only for assessing decentralization (the “decision 
space” of local policy makers) but also the decision space in semi-autonomous public 
hospitals.  
 
Empirical research on decentralization and management autonomy of public hospitals stresses 
the limited evidence of the implications and impacts of these reforms (Bossert, 1998; Bossert 
and Beauvais, 2002; Chawla et al., 1996; Collins et al., 1999; Govindaraj and Chawla, 1996). 
Despite much policy experimentation, academic research has not kept up with the speed of 
reform on the ground. Pollitt, Birchall and Putman (1998) investigated the creation of hospital 
trusts in the UK’s NHS. The type of decentralization in this case was administrative – it 
involved granting authority to appointed managers rather than to elected local officials, which 
is common to political decentralization in various other European countries. The UK reforms 
involved devolution through the creation of new autonomous entities. The study reached the 
following findings. First, it found the following benefits that accompanied the reform: greater 
managerial flexibility, less red tape, greater cost consciousness, improvements in hospital 
identity, and closer connection to local general practitioners. These benefits concern internal 
processes, which may have had in the short, medium or long term a positive effect on hospital 
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outputs and outcomes. They found less conclusive evidence of improvements in efficiency 
and, especially, in clinical outcomes as a result of trust status. Other important factors were at 
work, and the specific effect of the trust status could not be isolated from the rest. Second, the 
research identified the following drawbacks: increased fragmentation and “self-seeking 
behavior” within the NHS, concerns about the coherence of the system as a whole and 
concerns about equity. As the authors put it, however, none of these problems were 
significant and shared across the board. The general conclusion was that the trust status did 
not bring about the benefits to the extent that they were expected, but at the same time none of 
the interviewees thought that a return to the previous state was desirable (Pollitt, Birchall and 
Putman, 1998, p. 75). Govindaraj and Chawla (1996, p. 8) in a study of public hospital 
autonomy in developing countries made qualified statements about the effects of autonomy: 
“While a priori one can only conjecture as to whether, on balance, the positives of providing 
increased autonomy outweigh the negatives, the popular consensus seems to be that greater 
hospital autonomy can lead to significant gains in efficiency, effectiveness, public 
accountability and the quality of care, without a significant compromise of equity”. These 
gains are hypothetical, and convincing evidence is scarce. One such study is Bloom et al., 
(2010). This research showed that the autonomy of hospitals in a number of Western 
countries (Canada, France, Germany, Sweden, Italy, UK and the US) and “good management 
practices” are associated with greater quality of patient care, productivity and clinical 
outcomes (Bloom et al., 2010). More specifically, the study found:  
 
 significant variation in management practices and effectiveness of hospitals between 
countries and in particular within the same country;  
 great potential for improving hospital performance through good management 
practices; 
 larger hospitals are managed more effectively than smaller hospitals;  
 for-profit and non-profit hospitals perform better compared to public hospitals across 
all countries included in the study;  
 good management practices are associated with significantly lower mortality rates and 
greater financial performance;  
 competition helps improve managerial standards;  
 Greater managerial autonomy leads to improved management performance. 
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In their analysis of autonomy and corporatization in public hospitals across a number of 
developed and developing countries, Preker and Harding (2003) reached a number of 
pertinent preliminary conclusions. First, they identified key internal variables that need to be 
properly coordinated if reform is to be successful, namely decision rights, extent of market 
exposure, residual claimant status, accountability arrangements and explicit policies and 
reimbursement of social functions. The authors argued that insufficient managerial control 
and autonomy prevented needed reform. Managerial autonomy ought to be comprehensive 
and coordinated across various parts of the hospital system in order for reform to be 
successful. Moreover, the study identified key external environmental factors that could 
facilitate or prevent successful reform. They include the influence of political factors, interest 
groups and powerful stakeholders as well as a number of other characteristics of a country, 
political system or specific hospitals, such as the level of informality, corruption, or respect 
for the rule of law. On the basis of country case studies, the authors arrive at what Filerman 
(2004) called ingredients for a “requisite theory”, an approach that has become increasingly 
popular in public management research more generally (see also Pollitt and Dan, 2011 who 
similarly identified a number of contextual factors affecting the impacts of NPM reforms in 
Europe). Alonso, Clifton and Diaz-Fuentes (2013) have recently compared the efficiency of 
traditionally-managed hospitals with that of hospitals operating under a new management 
model and find no significant difference. The study analyzed efficiency scores specifically for 
hospitals in capital city Madrid which has adopted new management formulas in part of its 
hospital network. Compared to traditional models, all the various new models are subject to 
private law, and staff management follows the labor legislation whereas in “old” models staff 
management followed a statutory regime. Another difference is the service delivery model 
which in the models can be public, private or mixed compared to public only in the original 
“administrative management” model (p. 8). To obtain efficiency scores, the study constructs 
input-output ratios. The inputs used include the number of beds, the number of full-time 
employed physicians and the number of full-time nursing staff. For outputs the authors use 
the number of discharges and the number of outpatient visits. The study found no clear pattern 
in the relationship between new management models and technical efficiency. Among the 
best performers they find both hospitals operating under a traditional management model and 
hospitals which have adopted a new model. The same is true for the hospitals with the lowest 
technical efficiency scores. The paper concluded that what mattered was not the management 
model, but the quality of the management itself – regardless of the model.  It is important to 
note, however, that adopting a new management model does not “harm” either – some of the 
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most efficient hospitals included in the study had adopted a new management formula. In 
conclusion, the existing evidence of the effects of NPM-type management models in 
European hospital systems is mixed. Some studies have found no significant difference 
between, on the one hand, traditional models and, on the other hand, new managerial-type of 





Thinking about coordination can be traced back as far as there have been written documents 
about government. As social and economic life became increasingly complex and 
differentiated, interest in coordination has continuously grown. Studies looking at 
coordination emphasize a number of problems in the scholarship and treatment of the topic. 
These problems range from definitional and conceptual ambiguity and insufficient 
theorization to problems with operationalizing the concept in empirical research (Alexander, 
1995; Bouckaert, Peters and Verhoest, 2010). One or more of these limitations are frequently 
mentioned both in the past and the current literature on coordination. There have been few 
detailed pieces of work dealing explicitly with coordination. However, since the practice, if 
not the concept of coordination, has a long history, ideas about coordination are not new. 
Different schools of thought embracing different theoretical traditions have been dealing with 
the topic in one way or another. What can be noticed is that interest in the idea and practice of 
coordination has grown and is blooming in the current era of integration and “joining-up”. 
The theoretical approach to studying coordination cannot be separated from that of other areas 
of research in political science and public administration (Bouckaert, Peters and Verhoest, 
2010, p. 34). Theories in political science and public administration are relevant for 
understanding what drives and hampers coordination in the public sector. Almost twenty 
years ago, in one of the most detailed treatments of the topic, one scholar argued that what 
was missing in the study of inter-organizational coordination was not some grand theory, but 
a focus on the “mechanics of coordination” (Alexander, 1995, p. 47). Instead, attention has 
tended to focus either on the relatively abstract and general, or on the very concrete and 
particular. In his view, the abstract and general represented theories explaining why 
coordination occurs while the concrete and particular stood for various tools of enacting 
coordination. What was missing, he argued, were the structures of coordination – the 
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intermediate level – or what is often referred to currently as the mechanisms of coordination – 
following the now classical three-point typology of hierarchy, market and networks. 
Nevertheless, various scholars have stressed that “the general and abstract”, if present in 
current scholarship, have somehow been left behind and decoupled from the more daily 
mechanics of coordination, which reigns supreme in much of the work on the subject 
(Jennings and Krane, 1994). This view was also shared by Alexander (1995) who claimed that 
the starting point in tackling the study of coordination is the theory (or theories) behind 
various conceptualizations of the term. These various theories can explain the different 
understandings and explanations of the concept (p. 7). Omitting them may leave the reader 
wondering what the basis is for the overall narrative, what particular theoretical lens 
structures the narrative, and what assumptions are embedded in that narrative. The words of 
Frederickson and Smith (2003, p. 3) speak specifically to this point: 
 
“There is no more clever theorist than the scholar who claims to have no theory. Simply to 
arrange the facts, describe the research findings, and claim no theory may appear to be safe. 
But theory of some kind will have guided the selection of which facts to present, how to order 
those facts, and how to interpret them. All theories have weaknesses, and denying theory 
while doing theory has the big advantage of not having to defend those weaknesses. Denying 
theory while doing theory helps to avoid the stereotypes of, say, decision theorists or rational 
choice theorists […] These are all compelling reasons to avoid theoretical boxes and 
categories, but these reasons do not diminish the centrality of theory in all of public 
administration.”  
 
The subject of coordination is a “nebulous” one, spanning various academic disciplines, 
policy areas, organizational forms and theoretical traditions (Hood, 2005, p. 20). There is no 
one single coherent theory of coordination (Malone and Crowston, 1994). The theories that 
are most commonly used to tackle the topic are governance, organizational and institutional 
theory and rational choice. We treat organizational theory and institutional theory in the same 
section. The reason for this choice is the close relation between the two, with institutional 
theory building on organizational theory. This part emphasizes how new ideas in 
organizational theory – the roles of cultures, norms, and informality – have challenged the 
work of classic organizational theorists. This change in focus from formal structures to the 
informal has contributed to a growing interest in institutional approaches to administrative 
science generally and coordination specifically. The choice of these perspectives is based on 
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their centrality in the fields of political science and public administration, and by extension to 
the more specific area of coordination. They also constitute a combination of “old” and 
“new”, and a mix between structure and behavior. Many of the theoretical summaries and 
handbooks in our field include these four theories (Bevir, 2011; Frederickson and Smith, 
2003). Our theoretical review begins with governance, continues with organizational and 
institutional theory, with a focus on culture, and ends with rational choice, a major component 
of which is principal-agent theory.  
 
 
Governance and coordination 
 
There is much discussion on the merits and clarity of the concept of governance currently, and 
coordination is a recurrent theme in this literature. As one author puts it, the major advantage 
of the concept of governance is that “it provides for a rather abstract frame in order to cover a 
broad array of institutional arrangements by which the coordination, regulation and control of 
social systems and subsystems is enabled and facilitated” (Schneider, 2004, p. 25). It is 
difficult to pin down exactly what governance means and of what it consists. Unlike the 
“pure” versions of rational choice theory, which claims to be highly deductive and predictive, 
it is more difficult to draw precise expectations about coordination on the basis of governance 
theory. A relevant salient focus linking governance with coordination is the interest in modes 
(or mechanisms) of governance. Command and control, steering and rowing or self-steering 
by societal actors are some examples of modes of governing frequently discussed in the 
governance literature. These same modes of governance refer to mechanisms of coordination. 
In a discussion of the topic the three “classic” mechanisms – hierarchy, market and networks 
– are all thought of both as coordination mechanisms (Bouckaert, Peters and Verhoest, 2010; 
Hollingsworth, Schmitter and Streeck, 1994) and as governance mechanisms (Bevir, 2011; 
Pierre and Peters, 2000, see also Kaufmann, Majone and Ostrom, 1986 for an early work). 
The level of generality, as shown below, can explain this apparent interchangeable use of the 
terms. In an approach that views governance as a modern variant of the theory of the state, 
coordination is a function of state governance (Schneider, 2004). The state with its institutions 
has the goal to coordinate, control and integrate various parts of complex societies.  
Governance can be construed as a theory of the various forms of social coordination (Bevir, 
2009, p. 164; Schneider, 2004, p. 25). The hierarchical mode of governance is contrasted to a 
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socio-cybernetic view where no single sovereign authority governs alone, but governs with 
other actors or governs other actors collaboratively in networks. The role of the governing 
body is to manage these networks and coordinate the overall process. Coordination takes 
precedence over control, and is more closely linked to the concept of governance. However, 
as Pierre and Peters (2000) emphasize, the state perspective on governance does not become 
obsolete in the face of a network-dominated social and political life. Their approach to 
governance is centered on the state – not on networks or societal actors. In defense of this 
approach the authors argue that “the role of the state is not decreasing as we head into the 
third millennium but rather that its role is transforming, from a role based in constitutional 
powers towards a role based in coordination and fusion of public and private resources” (p. 
25). The state maintains its governing role, though it is different from what previous 
mainstream state theory posited. Two of the main functions of governance are steering and 
coordinating. Steering derives from cybernetics – the science of control. Pierre and Peters 
(2000, p. 23) stress two related problems related to steering as a governance function. The 
first one concerns the capacity of governments to steer society in a multiple-actor 
environment. The second one refers to what objectives governments can still steer towards in 
such a setting, and who sets these objectives. Discussing governance as practice as well as the 
constraints on governing, Chhotray and Stoker (2009) show that governance is a political 
activity characterized by coordination and decision making in a context of multiple interests 
and views. Governance and coordination are thus closely intertwined. Coordination is 
described as one of the tasks of governance among others, including (de)composition and 
coordination, collibration and steering and integration and regulation (Eliassen and Kooiman, 
1993, p. 66). Decomposition and coordination are seen as mutual governance tasks. For 
instance, the creation of agencies – a form of decomposition – calls for coordination of the 
system as a whole. Steering and collibration differ in their level of formality.  Steering is seen 
as a more common form of governing than collibration, but more sensitive to implementation 
problems (Dunsire, 1993). Steering involves the definition of norms and indication on how 
the norms can be reached (Eliassen and Kooiman, 1993, p. 67). According to Dunsire (1993) 
collibration is seen as exerting influence on power relations in order to move in a preferred 
direction.  
 
The need for coordination in a setting with multiple interconnected actors leads to changes in 
governance structures and processes as well as to the need for cultural change. Are public 
managers, educated and socialized in a command and control setting, prepared to take a step 
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back and sit at the table with other actors over which they previously had hierarchical control? 
Effective policy in such a context involves effective coordination. The quality of coordination 
becomes a key factor determining policy effectiveness. If coordination becomes an important 
determinant of effective policy then policy makers may choose (and have chosen) to first 
tackle coordination problems before expecting effective policy to occur. For instance, a need 
for greater coordination was the main official reason underlying the coordination reform in 
Norway. An official report of the Norwegian Ministry of Health and Care Services stated: 
“There is a great deal that is going very well, but many people still do not receive the help 
they need, when they need it. Insufficient coordination is the main reason that our ill elderly 
as well as people with chronic diseases, substance abuse problems and mental health disorders 
too easily lose out in Norway’s current healthcare system” (Ministry of Health and Care 
Services, 2009, p. 1). Academic and policy work analyzing Norway’s coordination reform has 
equally identified the need for coordination as a key component of reform (Ringard et al., 
2013). Coordination may not be the end goal, but it is an intermediate goal on which policy 
outcomes may depend. Although coordination is a recurrent theme in governance theory, 
there are few specific insights or key concepts, in our view, which can be directly relevant to 
our research. Another drawback is that governance does not put forth theoretical expectations 
on coordination which can then be explored or assessed empirically. We need to draw on 
other theories to inform our study, which we do in the following two sections.  
 
Organizations, institutions and coordination 
 
It can be argued that coordination has always been an element of organizations though not 
necessarily the most important one. The need for creating structures and processes to 
coordinate intra and inter-organizational activities has always existed, but methods of 
coordinating have changed. Organizational practice and theoretical developments have shaped 
the more “mundane” tasks of ensuring that the various parts of an organization are in some 
way connected. Alexander (1995, p. 48) distinguished two branches that looked at inter-
organizational coordination: organization theory, on the one hand, and political science, 
policy science, planning and public administration and implementation, on the other hand. He 
noted that the former is more systematic and is a subset of the broader literature in inter-
organizational relations and behavior. This body of literature is mainly concerned with 
describing and explaining inter-organizational behavior and processes of how coordination 
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occurs. The latter is less systematically developed and views coordination as a (usually) 
desirable goal, not just as a subject of inquiry. An implication of this distinction for our 
purposes is that coordination has received relatively more theoretical elaboration in the 
organizational theory perspective (Mulford, 1984) than in the more practitioner and goal-
oriented perspective common to policy and administration research (Jennings and Krane, 
1994). In an early essay, Gulick (1937, p. 3) noted that “the theory of organization has to do 
with the structure of co-ordination imposed upon the work-division units of an enterprise”. He 
memorably made a case for the need for coordination: “When many men work together to 
build a house, this part of the work, the coordinating, must not be lost sight of” (p. 5). 
Classical organizational theory was concerned with the study of formal organizations 
particularly with how “coordinated interaction is authoritatively achieved within formal 
organizations”. In the Weberian tradition, organizations are seen as places of “imperative 
control” or “imperative coordination”. The aim of formal organizations was to foster rule-
based compliance for regulating behavior. Classical management theory and science in the 
tradition of Frederick Taylor emphasized productivity gains in production processes through 
an optimal design of work which needed to be rigorously controlled and coordinated (Taylor, 
1911). Henry Fayol’s (1916) Administration Industrielle et Générale identified coordination 
as a separate function of management. Coordination was understood as the design and 
operation of organizational processes to bring separate elements together. The central goal 
undergirding this literature was rationalization and optimization of industrial production. The 
means to achieve this goal was through vertical control so that self-interested workers would 
pursue not their own interest but the general interest of the organization. It was assumed that 
goal conflict was part of the equation. Coordination was necessary due to a high degree of 
division of labor and specialization which were – and still are – seen as grounds for 
coordination problems today (Christensen and Lægreid, 2008, p. 97). In a context of 
economic enterprises aiming at efficiency and profit maximization, coordination was seen as 
a process, not as a goal in itself. Subsequent schools of organizational theory began to 
question the central tenets of the classical school. What followed has been a process of 
“institutionalization” within organizational theory to the extent that it has become 
increasingly difficult to distinguish organizational theory from institutional theory. Clearly 
there is much overlap: some elements in institutional theory and new institutionalism – for 
instance the place of informal routines and the role of culture – are also part of the 
organizational culture school within organizational theory. What is clear, however, is that 
various criticisms were put forward that challenged the classical school (e.g. Tsoukas, 2003, 
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pp. 608-9). They include, first, the lack of social embeddedness of organizations. 
Organizational structures, it is argued, are to some extent a product of societal metaphors, 
symbols and myths. Second, the mainstream approach to organizational theory focused on 
static structures and failed to explain how organizations and organizational structures change 
within their embedded environment. Third, individuals are “beings” possessing feelings and 
emotions that create bonds and epistemic communities of practice where socialization occurs. 
This socialization takes place within the professions characterized by their own culture and 
influence. This moves the focus from individual explanations of social processes to group 
explanations. A particularly salient line of research has been the role of the medical profession 
– as an archetype of the power that professionals can wield. These epistemic communities and 
processes of socialization can foster coordination in low-conflict environments, but they may 
hinder it in high-conflict settings (Peters, 1998a). Conflict is thus a key ingredient to the 
effectiveness of coordination.  
 
 
Culture and coordination 
 
The role of informal norms and cultures has gradually received increasing attention leading to 
the organizational culture and sense making school of thought and furthermore to 
institutionalism in the mid-1980s in its historical and particularly its sociological strand (Hall 
and Taylor, 1996; Peters, 1999; Powell and DiMaggio, 1991). Cultural perspectives have 
influenced the study of coordination. Alexander (1995) devoted one chapter to analyzing how 
coordination can be supported or obstructed by informal factors. These include kinship and 
community, ideology and values, education, profession and “clans”. Informal links can act as 
a glue fostering coordination but they may equally pose barriers to effective coordination in 
case of conflicting or unrelated goals and interests, incompatible values or professional 
boundaries. Institutions of various forms – both formal and informal – can coordinate 
individual action and organize effort and create what March and Simon (1993, p. 2) call 
“systems of coordinated action among individuals and groups whose preferences, 
information, interests or knowledge differ”. Culture can be a unifying theme that provides 
“meaning, direction and mobilization” to organizational life (Kilmann et al., 1985). 
Sociological institutionalism provides the most detailed treatment of culture of all versions of 
the new institutionalism (Hall and Taylor, 1996). As Peters (1999, p. 107) notes “the view 
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that institutions must shape behavior is the dominant perspective within the sociological study 
of institutions, with emphasis on the manner in which individuals within organizations 
become habituated to accepting the norms and values of their organization”. A broader 
conception of institutions in sociological institutionalism distinguishes it from institutional 
approaches in political science. In the sociological view, institutions include “symbol systems, 
cognitive scripts, and moral templates” that provide “frames of meaning” shaping behavior 
(Hall and Taylor, 1996, p. 947). This leads to a blurry relationship between institutional 
explanations and cultural explanations and a reconceptualization of what constitutes culture to 
include routines, symbols and scripts in addition to attitudes and values. These are expected to 
influence the preferences and identity of actors. A logic of appropriateness guides actors to 
behave in a way that fits the culture of their organization or system (Hall and Taylor, 1996). 
Healthcare institutions and systems are characterized by certain cultural factors that 
presumably set them apart from one country to another. Some researchers have welcomed the 
developing interest in healthcare system cultures: “As well as being sets of institutional 
arrangements, health systems are clusters of assumptions, values, traditions, norms and 
practices. Institutions – organizations, rules, routines, procedures and assumptions – 
themselves are cultural products; in turn they shape cultures. Health systems are cultural 
systems” (Freeman, 1999, p. 91).  
 
A cultural approach in sociological institutionalism does not put forth clear expectations about 
the influence of culture on coordination. The same is true for the new institutionalism more 
generally (Peters, 1998a, p. 298). Culture is, unfortunately, notoriously difficult to 
conceptualize and operationalize in research (Freeman, 1999; Schedler and Proeller, 2007). 
However, we find this approach helpful for our purposes. In a context of international 
comparative research of this kind, which explores culturally different hospital systems, it is 
expected that culture may play an important factor. Culture can have an impact on 
coordination as it does on other institutional processes. This impact, however, needs to be 
distilled considering the specific research setting. We explain this in more detail in Chapter 3: 
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Principal-agent theory and coordination 
 
The assumptions of rational choice theory form a distinct lens of viewing social life and are 
worth discussing in relation to coordination. Rational choice theory as an umbrella term that 
groups various theories around the assumption of rational individual behavior is commonly 
related to neo-classical economics, agency theory (or principal-agent theory), public choice 
theory, property rights theory and transaction cost theory. More than any other theoretical 
perspective on coordination, rational choice theory has focused on how coordination can be 
achieved – the mechanisms of coordination – and has embraced the market as the main, and 
sometimes the only, coordination mechanism.  Mainstream microeconomic theory assumes 
that coordination of market-based economic action is realized through the “invisible hand” of 
the market. The interaction of sources of supply and demand is expected to yield an optimal 
allocation of resources. Organizational economics, however, has challenged the assumption 
that price theory provides the only possible method of coordination (Coase, 1937). It claimed 
that hierarchy also needed to be considered. Under certain conditions hierarchy may be a 
better way to ensure coordination than a market (Williamson, 1975). Neither market nor 
hierarchy is a slogan that has become increasingly common in the past decade (Bouckaert, 
Peters and Verhoest, 2010; Fountain, 2001). Networks, fuelled by the development of the 
internet and modern information and communication technologies, are seen as a third 
coordination mechanism (Gretschmann, 1986; Peters, 1998a). Unlike Williamson (1975), 
who saw hierarchies and markets as the only pure organizational forms, scholars argued that 
networks can give rise to efficiencies and benefits not possible within the other two forms. 
Networks, they argue, possess their own logic and a distinct comparative advantage (Powell, 
1990; Powell et al., 1996). This discussion implies that coordination can be fostered through a 
combination of the three mechanisms depending on country and sector-specific conditions 
(Bouckaert, Peters and Verhoest, 2010). The narrow rationality assumption of rational choice 
theory has been vividly challenged since the bounded rationality school. Two broader lines of 
criticism have been advanced. The first one concerns the reality of rationality and a second 
one focuses on the collectively problematic effects of individual behaviour even when the 
rationality assumption does hold (Hay, 2004). On the one hand, the claims of mainstream 
rational choice theory are highly deductive and predictive, and are based on a naturalist 
approach to social phenomena. Some scholars have challenged this narrow view and argued 
that economic action is embedded in broader social structures that affect individual behaviour 
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(Granovetter, 1985; Perrow, 1986). One of the concerns of public policy and administration 
professionals is the effect of rational individual thinking and action on collective public goals. 
In this respect public choice theory occupies a central place, looking for instance at the 
collectively irrational effects of budget-maximizing bureaucracies (Hay, 2004, p. 42). Public 
choice has been associated with NPM which, as we have seen, has exerted much influence on 
the public sector. A key pillar of NPM – and a main target of attack from NPM enthusiasts – 
was the monolithic, integrated bureaucracy which was deemed inefficient, ever growing and 
slow to respond to local needs and a changing environment. Downs (1967, p. 160) 
emphatically argued: “The increasing size of the bureau leads to a gradual ossification of 
operations…the bureau becomes a gigantic machine that slowly and inflexibly grinds along in 
the direction in which it was initially aimed. It still produces outputs, perhaps in truly 
impressive quantity and quality. But the speed and flexibility of its operation steadily 
diminish.” To respond to these perceived flaws, proponents of NPM recommended the 
creation of semi-autonomous agencies operating at arm’s length from government and 
enjoying some degree of management autonomy (James, 2003; Pollitt et al., 2004; Preker and 
Harding, 2003; Verhoest et al., 2012), and/or corporatization or privatization.   
 
Principal-agent theory, as a variant of rational choice, has been particularly concerned with 
issues of ensuring coordination. One concern in this theory is the choice of coordination 
mechanism that needs to be put in place to solve the agency problem – imperfect information 
and conflicting interests and goals between the principal and the agent. A main focus of the 
theory is the design and adjustment of instruments that can foster coordination and reduce 
information asymmetry and conflict. These may include outcome-based contracts to reduce 
agent opportunism, and information systems and performance indicators to hold the agents 
accountable (Eisenhardt, 1989). This is a main aspect that distinguishes coordination from a 
principal-agent theory perspective (commonly based on hierarchy and some form of control) 
from voluntary market-based coordination common to price theory. Agency theory combines 
price theory mechanisms (market incentives) with hierarchical mechanisms (Shafritz and Ott, 
2001, p. 246). Some researchers have drawn on principal-agent theory to investigate 
coordination in both the private and public sector. Calvert (1995), for example, discusses how 
institutions can address coordination problems by specifying rules and standards, rewards and 
punishments and through organizing effort. This research shows that a coordination problem 
is characterized by more than one individual sharing a common goal, the achievement of 
which is obstructed by different opinions about what goals are best. Asymmetry of 
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information and disagreement over what decisions to make may further complicate the 
relation. This approach builds on neo-institutional economics and the rational choice strand 
within neo-institutional theory. In this view the narrow rationality assumption has been 
qualified under the influence of structure over agency. The focus in rational choice, however, 
has changed from assuming universal self-interested rational behavior to understanding the 
circumstances under which actors behave rationally (Hay, 2004, pp. 43-4). If coordination is 
affected by individual, non-cooperative behavior, then this question can help explain 
coordination processes generally and coordination problems specifically. As one prominent 
representative of neo-institutional economics, principal-agent theory does not necessarily 
assume absolute rationality. In an influential overview of agency theory, Eisenhardt (1989, p. 
59) points out that one of the “human assumptions” of the theory is bounded rationality along 
with self-interest and risk aversion. The author claims that “agency theory offers unique 
insight into information systems, outcome uncertainty, incentives and risk”. The author goes 
on to say that “agency theory is an empirically valid perspective especially when coupled with 
complementary perspectives”. The study concludes that “the principal recommendation is to 
incorporate an agency perspective in studies of the many problems having a cooperative 
structure” (p. 57). Other researchers have drawn upon principal-agent theory and have found 
its insights helpful in analyzing public hospital decentralization internationally, especially 
when it involves central-local relationships (Bossert, 1998; Bossert and Beauvais, 2002). 
They have used principal-agent in a healthcare context characterized by non-dyadic, complex 
relations and concluded that the theory can accommodate multiple principals and agents 
(Bossert, 1998). We favor these recommendations and, as we shall see in more detail in the 
next chapter, incorporate principal-agent theory as a complementary perspective to a cultural 
approach grounded in sociological institutionalism to shed light on central coordination in 
European public hospital systems.  
 
 
Coordination: conceptual and analytical approaches 
  
Researchers have defined coordination in various ways, but few authors openly connect their 
understanding of the term to a specific theory. It is not at all clear that organizational theorists, 
for instance, define coordination differently from how rational choice or governance theorists 
do. Themes and foci of coordination differ across theories, as we have seen, but this does not 
 39  
 
necessarily hold for conceptualizations of the term. For this reason we believe it is more 
natural to review various definitions and ways operationalize the concept separately. We see 
reasons for doing so given the eclecticism of the concept. One such definition was proposed 
by Malone and Crowston (1990, p. 358) who allowed a simple dictionary definition of 
coordination – “the act of working together harmoniously” – to inform their work. They 
developed this definition further and argued that coordination is “the act of managing 
interdependencies between activities performed to achieve a goal” (p. 361). Along similar 
lines, Hall et al. (1976, p. 459) wrote that coordination is “the extent to which organizations 
attempt to ensure that their activities take into account those of other organizations”. 
Lindblom (1965, p. 23) defined coordination as “mutual adjustment between actors or a more 
deliberate interaction which produces positive outcomes to the participants and avoids 
negative consequences.” Peters (1998a, p. 296) referred to coordination as “an end state in 
which the policies and programs of government are characterized by minimal redundancy, 
incoherence and lacunae”. Other authors have provided their views of coordination. Table 2 
summarizes these definitions emphasizing what coordination is and what it is meant to 
achieve (see also Beuselinck, 2008).  
 
Table 2: Definitions of coordination 
 
What coordination consists of What coordination is meant to achieve 
 
Source 
Instruments and mechanisms of 
coordination  
-To enhance the voluntary or required 
alignment of tasks and efforts of 
organizations   
-To create greater coherence, and to 
reduce redundancy, lacunae and 
contradictions within and between 




2010,  p. 16 
The practice of aligning structures 
and activities 
-To improve or facilitate the likelihood of 
achieving horizontal objectives 
-To reduce overlap and duplication and at 
a minimum to ensure that horizontal 
objectives are not impeded by the actions 
of one or more units 
Bakvis & 
Juillet, 
2004, p. 8 
End state  Characterized by minimal redundancy, 
incoherence and lacunae 
Peters, 
1998a, p. 
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296 
The harmonious and effective 
“working together” of various parts 
of a system 
The component parts of a system do not 





The articulation of  elements in a 
service delivery system  
The maximization of comprehensiveness, 





Process whereby two or more 
organizations create and/or use 
existing decision rules  




1982, p. 12 
Mutual adjustment between actors 
or a more deliberate interaction 
Produces positive outcomes to 
participants and avoids negative 
consequences 
Lindblom, 
1965, p. 23 
 
 
We see that coordination is defined at different levels. Some scholars take a broader stance 
and discuss coordination between organizations (inter-organizational coordination) while 
others focus on coordination within one specific organization. What is also clear is that 
coordination is meant to achieve fairly similar goals: to align tasks and efforts of 
organizations, to enhance coherence between different parts, and reduce redundancy, 
duplication and contradiction (Bakvis and Juillet, 1994; Bouckaert, Peters and Verhoest, 
2010; Peters, 1998a) and to find ways for organizations to deal collectively with common 
tasks (Mulford and Rogers, 1982). What is more readily different, however, is what 
coordination consists of (column 1). Coordination consists of a variety of things: from 
mechanisms and instruments, to a practice of aligning structures and activities, an “end state”, 
a harmonious and effective working together of different elements, a process through which 
organizations create or use decision rules to, finally, mutual adjustment between actors. This 
implies that the same goals could be achieved through different means.  
 
Some authors distinguish between coordination as a process and coordination as an 
“outcome” or goal (Bouckaert, Peters and Verhoest, 2010). It is important to note that the use 
of the term “outcome” to mean goal can be confusing as outcomes have a specific, standard 
meaning in public policy and evaluation. They mean effects in the “real world” such as 
improved health or education (Pollitt and Dan, 2011; Pollitt and Dan, 2013). For this reason, 
and to enhance clarity, we prefer the term coordination as goal to coordination as outcome. 
Coordination as process involves the study of coordination mechanisms and instruments 
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across time and place – the structures and processes of coordination. Coordination as goal 
focuses on the goals that coordination activities are supposed to achieve. It is clear from Table 
2 that coordination activities are designed to achieve certain goals, such as improving policy 
coherence, reducing contradictions in service delivery or policy making among various 
organizations. The two approaches are intertwined: to achieve the goals of coordination one 
needs to understand the processes and structures of coordination. Similarly, to investigate 
coordination problems and their effects it is important to understand the structures and 
processes designed to facilitate coordination and mitigate the effects of coordination 
problems. However, while acknowledging the close relationship between the processes and 
goals of coordination, there can be differences in focus, with some authors focusing on the 
processes of coordination while others focusing on the goals of coordination and their broader 
effects and implications. In the public policy and administration literature, researchers have 
proposed a series of dimensions of coordination. They specifically refer to coordination or to 
related concepts such as inter-organizational collaboration, cooperation, integration, or to 
newer terms such as whole-of-government, joined-up government or holistic government (6, 
2004; Bogdanor, 2005; Christensen and Lægreid, 2007; Pollitt, 2003). Table 3 provides a 
synthesis.  
 
Table 3: Dimensions of coordination 
Criterion Range (from - to) 
 
Scope of goals Sector-specific Whole of government 
Governmental span Vertical Horizontal 
Organizational span  Intra-organizational Inter-organizational 
Policy cycle stage Policy making Policy implementation 
Process/objective perspective Coordination as process Coordination as goal 
Degree of compulsoriness Central control Voluntary action 
Degree of formality Formal Informal 
Predominant mechanism Hierarchy Networks/market 
Type of goals Positive Negative 
Level of abstraction Coordination instruments Coordination strategy 
 
Source: Adapted from Beuselinck, 2008, p. 18 
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A reading of the literature has revealed different terms describing processes of coordination. 
Many of these come from the inter-organizational collaboration literature (for example 
Alexander, 1993; Alexander, 1995; Fountain, 2013; Rico, Saltman and Boerma, 2003). In the 
public policy and administration literature this is commonly understood as horizontal 
coordination – coordination between central government agencies or between service delivery 
organizations operating at the same level. This type of coordination is different from vertical 
coordination which refers to central-local relationships or to the governance of agencies or 
service delivery organizations by a supra-body such as a central ministry or department.  
The focus of this thesis is on vertical coordination; that is, coordination performed by central 
healthcare institutions, primarily ministries of health, in order to coordinate the system of 
public hospitals. In this sense our treatment of coordination is sector-specific (dimension one 
in Table 3). Likewise, we are interested in inter-organizational coordination – in how the 
ministry coordinates other institutions rather than coordination within the ministry itself. We 
treat coordination as an intermediate goal and are interested in problems of coordination and 
their effects rather than in the processes of coordination. We do not restrict our analysis to 
“compulsory” coordination although this type is more readily connected to vertical 
coordination than voluntary forms of coordination. We are interested in both formal and 
informal coordination. The theoretical approaches, building on sociological institutionalism 
and principal-agent theory incorporate both types of coordination. On the one hand, we use 
the concept of hospital system culture, which consists of informal elements, and draw on 
conflicting interests and goals derived from principal-agent theory to explore how central 
institutions seek to achieve coordination in a context of hospital decentralization and 
autonomy.    
 
Operationalizing coordination in empirical research is difficult to do and rare (Bouckaert, 
Peters and Verhoest, 2010, p. 63). Research on coordination, regardless of sector, tends to be 
more descriptive rather than explanatory or predictive (Beuselinck, 2008). One salient 
approach is the study of coordination strategies, mechanisms and instruments and their 
change across countries, sectors or dynamically across time. This can range from a higher 
level of abstraction – coordination policy or strategy – to practical instruments. This approach 
can be termed coordination as a process. In this case the operationalization of coordination 
consists of specifying and mapping coordination processes by means of various mechanisms 
and instruments. For instance, Bouckaert, Peters and Verhoest (2010) systematically 
investigate the relationship between specialization and fragmentation in the public sector and 
 43  
 
mechanisms and instruments of coordination in seven OECD countries across time. In terms 
of the previous discussion of theories, they underline that it is necessary to use different types 
of theories such as neo-institutionalism, bounded rationality and cultural theories to 
understand coordination (Bouckaert, Peters and Verhoest, 2010, p. 270). They suggest that an 
important question for future research is the identification and use of relevant theories to 
explain coordination in the public sector. In another study, Beuselinck (2008) looks at 
initiatives aimed at improving coordination and possible explanations for these initiatives 
across various countries. Theoretically, the author uses neo-institutionalism in its three main 
forms: historical, rational choice and sociological, and develops an analytical framework to 
explain the drivers of new coordination initiatives. Another salient attempt to treat 
coordination in research can be termed a functional, goal-oriented approach. Central to this 
approach is a distinct interest in the benefits and costs (or problems) of coordination. For 
example, Walston, Kimberly and Burns (1996) discuss the anticipated benefits of vertical 
integration in healthcare in a North-American context, with a focus on healthcare 
organizations. This paper uses DiMaggio and Powell’s institutional isomorphism to explain 
why hospitals may choose a vertically-integrated organizational form despite limited evidence 
of its benefits. The adoption of new organizational forms can be explained by the promise of 
efficiency and the drive to save as well as by pressure exerted from the institutional 
environment.  
 
To attempt to operationalize coordination problems – a key component of this approach – it is 
necessary to clarify how they are different conceptually from other related concepts. Some 
studies of coordination do not use the term coordination problems, and prefer terms such as 
coordination needs, barriers or constraints. For instance, Fountain (2013) emphasizes four 
institutional constraints to effective cross-agency collaboration. These include: the presence 
of stovepipes, a legislative process that sends ambiguous messages, blurred lines of 
accountability and a budget process that inhibits shared resources. Beuselinck (2008) 
discusses the need for coordination and barriers to coordination (see also Hudson et al., 1999; 
Jennings and Krane, 1994). Some authors, however, refer specifically to coordination 
problems and distinguish between redundancies, lacunae and inconsistencies (Peters, 1998a). 
Huxham and Macdonald (1992) and Huxham (1993) use almost the same concepts, and 
distinguish between repetition, omission, divergence, and counter-production. In their 
perspective these are pitfalls that inhibit collaborative behavior. The new element in this 
classification is the inclusion of divergence. Divergence occurs when the actions of various 
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individual actors or institutions follow their own goals rather than common goals. Counter-
production (or inconsistencies or contradictions) is concerned with rules, laws, operating 
procedures or actions – both formal and informal – taken by certain organizations that 
contradict or negate the actions of other organizations. Repetition consists of partial or total 
overlap of efforts aimed at reaching a certain goal while omission is concerned with actions 
that are important to undertake in order to reach a specific goal, but are overlooked (Huxham, 
1993; Huxham and Macdonald, 1992). The presence of coordination problems is neither new 
to the public sector nor easy to overcome. The extent to which these problems are a matter of 
concern to politicians and administrators varies geographically and temporally. The politics of 
coordination undergoes change (Peters, 1998a). A priori it is not entirely clear how severe 
these problems are at a given point in time, and in what ways they can pose difficulties to 
efficient and effective resource use and public service provision. The overarching argument in 
the battle for coordinated policy and implementation is that these problems can lead to sub-
optimal effects, especially when we follow a systemic perspective.  
 
Although in the past decade NPM as a managerial doctrine of change appears to have 
receded, it is still part of reform agendas across the world (Pollitt and Bouckaert, 2011, pp. 
23-5; Pollitt and Dan, 2011, p. 5). While still on the agenda, scholars have increasingly noted 
that nowadays NPM is no longer the only model put forward, but rather NPM-type reforms 
are combined with various post-NPM initiatives. These are known under a variety of labels 
such as digital-era governance (Dunleavy et al., 2006), neo-Weberian state (NWS), new 
public governance (NPG) (Pollitt and Bouckaert, 2011), public value (Moore, 1995), whole of 
government (Christensen and Lægreid, 2007), joined-up government (6, 2004; Hood, 2005; 
Pollitt, 2003), service integration or holistic government (Pollitt, 2003, p. 36). This new wave 
of reforms has been advanced and combined with business and management practices to 
address the challenges, contradictions and perceived or real unintended consequences of NPM 
(Dunleavy et al., 2006; Van de Walle and Hammerschmid, 2011). While this argument is 
growing in popularity, it should be noted that most evaluations of NPM suffer from major 
methodological flaws which make any causal claims – in either sense, whether pro- or anti-
NPM – quite local and/or fragile (Pollitt, 1995; Pollitt and Dan, 2013). In a recent paper, Van 
de Walle and Hammerschmid (2011, p. 4) state: “NPM’s managerial reforms may (emphasis 
added) have led to public sector fragmentation and a decline in policy cohesion. Examples 
supporting this claim include extreme agencification, indicator- and target-driven short 
termism, pathological behaviors, or complaints about a break down in public sector ethos due 
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to short-term employment practices, etc.” However, they continue by concluding: “The 
evidence is scattered and far from straightforward.” Similarly, other scholars emphasize the 
danger of fragmentation and coordination problems, but make qualified statements about the 
implications of these problems: “The principle of single-purpose organizations with many 
specialized and non-overlapping roles and functions may (emphasis added) have produced too 
much fragmentation, self-centered authorities and a lack of cooperation and coordination, 
hence hampering effectiveness and efficiency” (Christensen and Lægreid, 2007, p. 1060; see 
also Dan, 2014). Discussing administrative reform in Britain in the 1980s, Rhodes (1994) 
argued that the capacity of the British central government weakened, which led to a 
“hollowing out of the state” and possible problems such as fragmentation and accountability. 
Bouckaert and Peters (2004) reviewed “what is available and what is missing in the study of 
quangos” and discussed intended and unintended consequences of granting autonomy to 
service-delivery organizations. They noted that these changes jeopardized systemic 
coordination and coherence, and new structures needed to be set in place to ensure that 
disaggregated bodies “all pull in the same direction” (p. 44). Furthermore, James (2004) 
discussed the UK government response to the creation of executive agencies under the New 
Labor joined-up government program. He argued that “NPM structures fragmented the public 
sector, provided incentive systems for individual organizations to focus on their own 
missions, partially to the exclusion of systemic effects, and created pressures for competition 
rather than collaboration” (p. 77). He usefully brought into the equation the difference 
between organizational performance versus systemic performance, and also the possibility 
that performance of some organizations may hamper the performance of other organizations. 
From a systemic standpoint, such a scenario can lead to null or even negative systemic 
performance. The author went on to mention that a focus on agency performance can 
(emphasis added) potentially hinder joint working, exchange of staff, and a common 
development of policy and service delivery systems. The author concluded that these 
problems were confirmed in the case of the Benefits Agency – the UK largest agency. 
However, he noted that whether similar problems occurred in other UK agencies rests on 
further empirical investigation. In conclusion, while the literature is clear about what the 
problems seem to be, it is far from straightforward as to how serious these problems are and 
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CHAPTER 3: THEORETICAL FRAMEWORK 
 
 
This thesis uses congruence analysis as the overall approach to shed light on the relationship 
between reform and coordination. Starting from the research goals and research questions, 
congruence analysis uses theoretical insights from at least two theories and confronts them 
with empirical observations (e.g. Blatter and Blume, 2008; Blatter and Haverland, 2012). The 
goals can be twofold. On the one hand, researchers use a competing approach to evaluate 
which theory provides the best explanation of a phenomenon. The aim in this perspective is 
either to strengthen the position of a dominant theory or paradigm in a specific field (say neo-
institutionalism) or, interestingly, to undermine the supremacy of a paradigm or explanatory 
framework. On the other hand, a researcher may choose to use theories in a complementary 
way to provide a better explanation of the phenomenon and bring forth theoretical insights 
that have been overlooked. In this way, one can aspire towards theoretical innovation. With 
congruence analysis as the overarching approach, we are interested in explaining coordination 
problems and assessing the possible effects of these coordination problems in our three cases. 
We use two theoretical perspectives anchored in two major paradigms in the social sciences. 
On the one hand, we use a cultural perspective grounded in sociological institutionalism (as a 
variety of new institutionalism) and principal-agent theory (as an instance of the rational 
choice paradigm). From a theoretical standpoint, we can evaluate the merit of each of these 
two theories in investigating central coordination using empirical observations on our specific 
cases: changing hospital systems in Estonia, Norway and Romania. The collected empirical 
evidence may, alternatively, point to a complementary relationship between key insights from 
the two theories. Collectively, these may provide a better explanation of central coordination 
in selected European public hospital systems than would one of these theories alone. The 
relationship between the two theories may not necessarily be complementary or competing – 
it can be complementary in some propositions and competing in other propositions.  
 
The empirical evidence in the three cases may give significant support to both cultural factors 
and insights derived from principal-agent theory. This is a question that we set out to explore 
empirically. Congruence analysis is amenable to different types of empirical observations and 
types of data as long as they are theoretically relevant and useful. This is an additional 
advantage of this approach considering that in reality the empirical realm of hospital reform 
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and coordination problems is far from orderly. An important requirement is to find suitable 
methods of data collection on the central concepts of the two theories in order to analyze the 
compatibility between these concepts and empirical observations. The congruence between 
concrete empirical observations and abstract theoretical ideas can be researched deductively 
as well as inductively. We begin deductively by specifying theoretical propositions pertaining 
to the relation between reform and coordination for each of the two theories. Later on, 
inductively, we allow empirical evidence gathered from the field to feed into the process and, 
if necessary, refine the original expectations. Similarly, we follow the same process 
concerning the choice of specific cases of coordination. First, we deductively specify the 
same domains of coordination for each country, i.e. coordination of medical personnel, 
financial resources, service organization and service provision. Second, we then inductively 
allow the empirical evidence to inform what domains are perceived to be most problematic 
for coordination in each of the three cases.  
 
 
Theories: principal-agent theory and sociological institutionalism 
 
 
The previous chapter surveyed the theoretical discourse on coordination and revealed a 
number of key points. On the basis of these points we build a theoretical framework drawing 
on principal-agent theory and sociological institutionalism and, subsequently, apply it to the 
specific cases. First, cultural approaches have gained in importance in public policy and 
administration, but they have been used less frequently in the field of coordination in the 
public sector. Second, we have seen how group explanations through epistemic communities 
and their underlying culture can enhance understanding of what facilitates or hampers 
coordination. Third, we argue that sociological institutionalism provides a useful theoretical 
lens to understand the influence of cultural factors on coordination and possible coordination 
problems. Fourth, we argue that principal-agent theory provides key insights into conflicting 
interests and goals between principals and agents, positive and negative incentives, 
information asymmetry and imperfect monitoring. The theoretical framework, composed of 
selected insights from the two theories, is depicted in Figure 1 below. 
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Figure 1: Theoretical framework of coordination of public hospitals 
 
 
Decentralization of hospitals                          
Autonomy of hospitals  
  
                                                                                   1. Principal-agent theory 
 Positive and negative 
incentives 
 Conflicting interests and goals 
 Information asymmetry and 






          2.  “Hospital system culture”  
 Interaction between health 
policy makers, medical 
profession, hospital 
management and patients 
 Mutual trust between health 
policy makers, the medical 
profession, hospital 
management and patients  
 Stakeholder compliance with 
ethical standards 




“Hospital system culture” 
 
The new institutionalism does not address coordination in any great detail (Peters, 1998a, p. 
298). This means that this paradigm (and its various forms including the cultural perspective 
in sociological institutionalism) does not put forward clearly-defined propositions about 
coordination. We therefore need to distill indirectly how cultural factors – which are a central 
component of the sociological version of new institutionalism – could impact coordination. Of 
all three variations of new institutionalism – historical, sociological and rational choice – 
sociological institutionalism has the most to say about how culture influences political and 
administrative processes (DiMaggio, 1997; Peters, 1999). Although we derive our concept of 
the hospital system culture from the sociological version of the new institutionalism, in this 
thesis we do not treat the other interesting set of ideas that are part of sociological 
institutionalism, such as institutional isomorphism (DiMaggio and Powell, 1983). Therefore 
we recognize that we do not assess the merit of sociological institutionalism as a whole by 
means of our explanation of central hospital coordination in selected European public hospital 
systems. We focus on the role of the hospital system culture which is derived from 
sociological institutionalism, but is only one aspect, though an important one, of the theory. 
The hospital system culture does not equal sociological institutionalism, and the theory may 
contain other important aspects relevant for public hospital coordination, which other 
researchers may choose to incorporate in their theoretical frameworks. Culture can 
presumably have an impact on coordination as it does on other social, political, and 
administrative phenomena which have been more thoroughly documented than hospital 
coordination.  
 
Although the traditional understanding of culture sees culture as shared values and norms 
only, a different view understands culture as “a repertoire or toolkit of habits, skills and styles 
from which people construct ‘strategies of action’” (Swidler, 1986, p. 273). In line with this 
alternative view, we see culture not only as shared norms and values, but also as behavior 
patterns that are shared by a certain group or community. These are values in action. The 
underlying assumption is that public hospitals are not only producers and providers of 
healthcare services, but are also, intentionally or inadvertently, culture-producing systems. 
This does not necessarily imply that there is only one specific culture across a hospital system 
or that it is unanimously shared or accepted by all its different members. Different healthcare 
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professions contribute different elements to the hospital system culture and professional 
socialization is an important shaper of norms and attitudes (Oberfield, 2014; Wanberg, 2012). 
Although different groups to some extent share a certain culture that is supposed to bind them 
together, there may be different sub-groups within a larger stakeholder group that do not 
necessarily share the same values and norms. Furthermore, though there may be agreement on 
general principles, the different sub-groups may have different priorities at a certain point in 
time or they may have different views or approaches to achieving certain goals. Sharing a 
similar culture does not necessarily guarantee that the action and behavior of sub-groups and 
individuals are all moving in the same direction. The hospital system culture is not necessarily 
optimistic, positive and consistent with the law – or with healthcare policy goals. The cultural 
orientations of the different actors may support or inhibit central coordination – some may 
support it, say the local politicians’ cultural elements, while others, say, the elite medical 
profession’s culture may hinder it. There is already sufficient literature that has documented a 
complicated relationship between the medical profession and managerialism in some welfare 
states where traditional professional norms have been challenged (e.g. Clarke, Gewirtz and 
McLaughlin, 2000; Harrison et al., 1992). Nevertheless, the concept of the hospital system 
culture does imply that there may be certain characteristics that are to some extent common 
within a specific hospital system but vary across different hospital systems and affect central 
coordination by hindering it, facilitating it or both.  
 
To study the possible relationship between culture and central coordination in public hospital 
systems specifically, we therefore propose the concept of “hospital system culture”. We 
derive this concept from sociological institutionalism and therefore see culture as an 
institutional element. By this concept we mean, on the one hand, the interaction between four 
main stakeholders – the medical profession, patients, health policy makers and hospital 
management. This understanding of culture does not restrict itself to, for example, the norms 
of the medical profession or those of hospital managers or politicians governing public 
hospitals. It does not only consist of the values that these professions share, but also in the 
ways in which these different groups use the values that they have resulting in patterns of 
behavior that characterize each of these different professional communities. The hospital 
system culture thus encompasses the inner, specific world of the medical profession, but goes 
beyond it to include hospital managers, patients, and politicians involved in hospital 
governance at the central, regional or local level or as members of hospital boards. It is the 
dynamic interaction of these different institutions – with their own values, norms and 
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behavior patterns – that constitute the culture of a certain public hospital system. On the other 
hand, the hospital system culture is also imbued with some more general values, drawn from 
the wider society. We emphasize two such cultural factors: the mutual trust between the 
medical profession, health policy makers, patients, and hospital management, and the 
compliance of these stakeholders with ethical standards and existing regulation. The 
following observations about this characterization of the hospital system culture are in order. 
First, our understanding of the term includes the patient as a stakeholder, and we thus 
acknowledge the increasing interest in putting the patient in the center in many healthcare 
systems across the world. Patients are encouraged to be pro-active contributors to healthcare 
service organization and treatment. At the same time, it does not only include policy makers 
and the medical profession, but also hospital management considering the growth of 
managerial ideas in the healthcare sector in the recent decades. Therefore the culture is 
diverse and incorporates the values and norms of each of its members. These values and 
norms are consistent with each other in some respects, but conflicting in other respects. 
Similarly, within the different groups there may be differences of values, norms, interests and 
goals that make joint action difficult. Second, the result of the interaction between these 
stakeholders is expected to influence the effectiveness of central coordination of public 
hospitals. Third, mutual trust between the actors influences the problems and effects of 
coordination. In a high-trust environment, coordination is expected to be easier to enact than 
in an environment characterized by low mutual trust between the various actors of the public 
hospital system. Fourth, compliance with ethical standards can play an important role in the 
effectiveness of central coordination by facilitating it (in case of compliance) or effectively 
resisting it (in case of low compliance with ethical standards and regulation).  
 
We set forth the following propositions derived from this theory and later in the country 
chapters we investigate the mechanisms through which these cultural factors affect public 
hospital coordination:  
 
1) The interaction between health policy makers, medical profession, hospital 
management and patients influences central coordination of public hospitals 
2) Mutual trust between health policy makers, medical profession, hospital management 
and patients is helpful to central coordination of public hospitals 
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3) Stakeholder compliance with ethical standards affects central public hospital 
coordination. Usually high levels of compliance with declared standards will assist in 
the implementation of official attempts at coordination 
4) Hospital system culture is one reason for the differences in coordination across the 
selected hospital systems.  
 
Taking into account these four specific elements of the hospital system culture we distinguish 
between the three cases, as shown in Table 4 below.   
 
Table 4: Characterization of hospital system culture 
 







Interaction between key stakeholders 
 
Mutual trust between 
stakeholders 




Medium High Low 
 
Although there is no comparative data available for all three countries on the exact 
dimensions of hospital system culture included in this research, general data available on trust 
in the public sector from the Eurobarometer surveys and corruption from the Corruption 
Perception Index of Transparency International support the characterization in Table 4. 
Norway is widely accepted as a high-trust society in which compliance with ethical standards 
is high whereas Romania is characterized by low trust in public-sector institutions and a 
culture of limited compliance with ethical standards. Estonia is a case in between the other 
two and is characterized by a medium level of trust in public institutions and compliance with 
ethical standards.  
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Principal-agent theory  
 
An actor-oriented theory, principal agent proposes an intentional role for actors in enabling 
coordination through the design and implementation of positive and negative incentives. It is 
expected that these incentives can steer behavior in a specific direction to align to certain 
predefined goals. The theory assumes that regardless of the type of hospital system culture, 
central coordination can be enacted if organizational actors so desire and if they develop and 
implement the proper coordination mechanisms and instruments. These positive and negative 
incentives are needed to address the agency problem which arises due to conflicting interests 
and goals between the principal and the agent and the limited information that the principal 
has at his disposal to monitor the agent’s behavior to ensure that it aligns with the principal’s 
interests and goals. Conflicting interests and goals and information asymmetry are essential 
components – conditions – of the theory – they explain the need for the principal to develop 
incentives. The theory is thus complex in that it posits that all these three main components 
affect the relationship between the principal and the agent. For the purposes of our thesis, a 
dyadic, one-to-one relation between one principal and one agent is unsatisfactory. We need a 
one-to-many relation at least or, even better, a many-to-many relationship. Although 
principal-agent theory has primarily been applied to dyadic relationships in business settings, 
it can also be applied, and it has been applied, to reflect more complex relations in other 
sectors including healthcare (e.g. Bossert, 1998; Bossert and Beauvais, 2002; Eisenhardt, 
1989). In our context, on the one hand, there are multiple agents, represented by public 
hospitals in a specific hospital system. On the other hand, there is a primary principal which 
sets the public hospital policy in each country – typically the ministry of health. However, this 
is not the only “coordinator”, though it can be the most instrumental one. Another important 
institution with a coordinating role in social health insurance systems is the central purchasing 
agency – the national health insurance fund which collects social contributions and 
reimburses hospital service providers. These institutions do not have an official policy role, 
but nevertheless play an important coordinating role through their central function of 
channeling financial resources into the system. They do not only collect and reimburse, but 
they may also create incentives to steer provider behavior. For these reasons, we treat them as 
a principal in the principal-agent relationship. In a context of decentralization involving a 
transfer of hospital ownership from the ministry of health to counties or municipalities, new 
local owners can also acquire coordinating functions within their jurisdiction. This change 
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does not totally cancel the role of central coordinators as these can still maintain important 
coordinating functions within their purview. However, it does mean that regional and/or local 
public authorities can also be given the role of principal. For this reason and in these 
situations when this does happen, we consider them as principals. All of this implies that a 
more realistic principal-agent picture for our purposes includes multiple principals and 
multiple agents. These are depicted in Figure 2 below.  
 
Figure 2: Principal-agent relations in public hospital systems 
 
                                  Principals                                                            Agents 
                  __________________________________________________________ 
                   Primary principal: ministry of health                              Public hospitals 
                   Secondary principal: purchasing or funding body 
                   Other principal: regional and/or local public authorities 
                  ___________________________________________________________ 
 
We set forth the following propositions derived from principal-agent theory:  
 
1) Positive incentives designed by central institutions with a coordinating role enable 
hospital system coordination 
2) Negative incentives (in the sense of sanctions or penalties) designed by central 
institutions with a coordinating role enable hospital system coordination 
3) Conflicting interests and goals between principals and agents hinder central hospital 
system coordination 








CHAPTER 4: RESEARCH DESIGN 
 
The chapter begins with explaining the case selection and goes on to describe the methods of 
data collection and analysis, which consist of a program of semi-structured interviews and 
document analysis. Finally, we list theoretical and practical challenges faced in the course of 




Public hospitals in Estonia, Norway and Romania exhibit differences in the degree of 
autonomy and centralization/decentralization. Four types can be distinguished, which we 
define in the following way (Figure 3 below). The Estonian hospital system is characterized 
by decentralized ownership and a high level of hospital autonomy. We name this an NPM 
case. The Romanian public hospital system can be divided into two subtypes depending on 
the type of hospitals. This is the case since not all public hospitals have been decentralized, 
although most of them have. A small part of the public hospital system in Romania, which we 
label non-NPM, includes centralized ownership and low hospital autonomy. Thirdly, we have 
two mixed types. One is in Romania and includes decentralized ownership and low hospital 
autonomy and another mixed type in Norway which exhibits centralized ownership and a high 
degree of hospital autonomy. Despite differences between the three hospital systems, policy 
makers in all three cases have grappled with the same set of reform ideas: decentralization 
versus recentralization and hospital autonomy versus central ownership. Tension and conflict 
have been part of these relations, which implies that a theory that incorporates differing 
interests and conflicting goals is likely to be relevant in this context. The use of principal-
agent theory is thus expected to helpfully inform our understanding of central coordination. 
For these reasons these three cases are good examples of central hospital coordination in a 
context of NPM-type reform. These cases are different culturally, which is a good ingredient 
for a cultural perspective which we adopt on the basis of sociological institutionalism. As 
shown in Figure 3, the cases reflect different arrangements in terms of hospital autonomy and 
decentralization. This further informed the case selection theoretically and the decision to use 
three cases (rather than more or fewer) proved sufficient for this purpose. Practical concerns 
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also had to be taken into account considering the time and financial constraints of a doctoral 
project. These countries, however, share characteristics of other similar countries and are 
examples of larger families of states: Nordic, Baltic and Central and Eastern European 
respectively.  In this sense the implications of this research may apply beyond the borders of 
the three cases.   
 
Figure 3: Type of public hospital systems 
 
                                       Centralization                    Decentralization 
                                         













Low autonomy  
 
Note: Romania 1 includes those public hospitals of regional and national importance which 
have not been decentralized and are still owned by the Ministry of Health. Romania 2 refers 
to most hospitals in the country and includes county and local hospitals which have been 
decentralized and are owned by local public authorities as a result of the decentralization 
reform.  
 
This classification of cases puts us in a position to analyze the relation between organizational 
reform, on the one hand, and coordination, on the other hand. The three hospital systems 
enable research on coordination problems in a context characterized by different hospital 
system arrangements (decentralization and level of hospital autonomy). This has a number of 
useful research implications. First, it allows us to compare different systems and to observe 
how central coordination is achieved in systems which exhibit different arrangements. 
Second, it is closely related to our overarching goal which is to investigate the relation 
between NPM reforms and coordination. This is relevant since, as we saw earlier in the thesis, 
one of the major concerns in the post-NPM (and anti-NPM) literature is the lack of 
coordination as a result of NPM-type reform. The expectation therefore is that coordination 
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problems are a bigger issue in strongly NPM systems (i.e. Estonia) than in mildly (Norway 
and part of the Romanian system) or non-NPM system (the other part of the hospital system 
in Romania). All other things equal, if we find more evidence of coordination problems in 
strongly NPM systems than in the other systems, then that evidence may support the 
assumption that NPM leads to or reinforces coordination problems. But if no convincing 
relation can be established between reform and coordination problems then we are in a 
position to question this claim. Conversely, if coordination problems are identified in 
centralized and/or in systems with low hospital autonomy, then we can begin to question 
whether autonomy and decentralization are in fact the main drivers of coordination problems. 
This approach provides a framework in which the debate over NPM and coordination can be 
placed and discussed. Specific as well as broad – and interesting implications – could be 
drawn. Finding evidence that there are other important factors that explain why the center 
fails to properly coordinate the periphery may challenge some of the current arguments in our 
field. On the other hand, if we indeed find convincing evidence linking decentralization and 
autonomy with coordination problems then these arguments will be reinforced. 
 
Methods of primary data collection 
 
The main source of empirical data consists of a program of in-depth, in-person semi-
structured interviews conducted in each of the three country cases with both experts from 
ministries of health and other central healthcare institutions (i.e. national health insurance 
funds and audit offices) and from hospitals. The collection of data through interviews took 
place in two main phases: a preliminary phase and a main phase spread across three years 
during 2012-2014. The choice of in-person, in-depth interviews as the main data collection 
method reflected the challenges discussed earlier, some of which had been foreseen prior to 
field work. Difficulties with the internal validity of hard-to-define concepts had to be taken 
into account. It is difficult to ask a question about coordination, or coordination problems or 
hospital system culture or conflicting interests and goals, and expect that respondents are all 
thinking about the same thing. The main advantage of in-person, in-depth interviews lies 
precisely in the ability of the researcher to probe for further explanation and clarification on 
the spot, whenever necessary. We believe that this method considerably improved the internal 
validity of the research. An additional advantage of the method concerns the possibility to 
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explore causal mechanisms connecting reform, on the one hand, with both coordination and 
coordination problems, on the other hand. The causal chain between these phenomena is not 
simple to spell out, and it involves intermediary layers and factors which could more easily be 
explored qualitatively than by using quantitative methods. The method did not allow the 
quantification of coordination and the control of variables. The use of complementary data 
sources can help to triangulate the perceptions obtained through interviewing. Overall, for 
these reasons, the choice of methods fitted best with our purposes, subject matter and setting 
of the research in different countries.  
 
Preliminary interviews   
 
In the summer of 2012 the researcher conducted a series of preliminary open-ended 
interviews in Estonia and Romania in the attempt to gain direct contact with the larger debates 
on hospital reform in each country. He conducted in-depth face to face interviews with 10 
health experts in Romania and 5 in Estonia. In Estonia the interviews were in English and in 
Romania in Romanian. The experts represented different types of organizations such as 
central government, health insurance funds, public hospitals, academia and local offices of 
international organizations. The principal criterion for selection was their direct experience 
with hospital reform in the past twenty years and their diverse organizational settings. It was 
important to assess the perception of different actors to understand the possibly different 
perspectives on hospital reform. In addition to insights on recent developments in hospital 
reform, many of the interviewees provided a list of helpful contacts and sources of secondary 
data, such as relevant legislation, policy and evaluation studies and statistical data.  
The goals of these interviews were:  
 
 to identify relevant sources of data on issues critical for the success of the research 
such as relevant legislation on decentralization and management autonomy;  
 to discuss recent developments (legislative or of other nature, if they existed) 
concerning decentralization/recentralization and governance of public hospitals;   
 to discuss the best approach to conducting field research, to be performed later in the 
course of the project. 
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Program of semi-structured interviews 
 
The main source of empirical data consists of a program of structured interviews with relevant 
actors in hospital reform and coordination in each country. Underlying this approach was the 
expectation that coordination problems are perceived and interpreted differently at various 
levels of the healthcare system. One can expect that national policy makers will emphasize the 
need for systemic coordination and performance, whereas representatives of hospitals might 
be more concerned about the need for local autonomy and organizational performance. This is 
particularly the case in the countries selected considering that in each of these cases there 
have been intense discussions about the role of each level and the degree and type of 
autonomy that hospitals ought to enjoy. For this reason it was important to select potential 
interviewees both from central institutions and hospitals. In selecting the population and the 
sample, we did not aim at representativeness. Other methods (e.g. survey-based) are in a 
better position to aspire for this than in-person, in-depth interviews. Case study-based 
research following a co-variational approach may seek sample representativeness whereas in 
congruence analysis this is not a primary concern. Researchers using a congruence analysis 
are not interested in generalizing their findings from a sample to a population but in 
generalizing from empirical observations to theoretical concepts and theories. In this sense 
our methodological approach is consistent with a case study approach based on congruence 
analysis. Nevertheless, we selected hospitals and individual interviewees guided by a set of 
criteria. First, centrally, we chose a pool of potential interviewees that were directly involved 
in hospital reform and governance. We aimed not for one but a plurality of interviewees 
assuming that they might have different views, whether they were part or not of the same 
organizational unit in the ministry or purchasing/funding agency. Second, in terms of 
hospitals the situation differed from one country to another. In Estonia, where the current 
hospital master plan includes 19 acute care hospitals, we sent a request to each hospital and 
finally conducted interviews in almost half of them (eight different hospitals). As the 
Appendix shows, these were of different type in terms of competence and complexity, size, 
and geographic location. In Romania, where the population of hospitals is significantly 
greater, this approach was not possible. In this case we chose hospitals of different types 
following the same criteria (size, competence and complexity, and region) as well as 
decentralization status (i.e. decentralized: owned by local administration, or centralized: 
owned by the Ministry of Health). In the end we were able to conduct interviews in different 
types of Romanian public hospitals (Appendix). Another decision needed to be made about 
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individual interviewees. We wanted to interview at least one representative of each hospital. 
Whenever possible this was the hospital manager, but in some cases when this was not 
possible we interviewed another member of the executive or governing board. The decision 
reflected the assumption (which proved true) that hospital management would be in the best 
position to gauge the relation with central institutions and give informed answers about how 
the hospital as an entity works with other hospitals in the system. Other members of staff may 
have usefully provided relevant insights but those may have not reflected the situation of the 
hospital as a whole. The questions were aimed at assessing perception from the perspective of 
the hospital leadership rather than individual perception of hospital board members.    
We designed two different interview questionnaires: one for central healthcare institutions and 
one for hospitals. Some introductory questions were identical while most questions were 
different – geared to the specific organizational setting of the interviewee. The researcher 
conducted the interviews in person. The Appendix includes the questionnaires in both English 
and Romanian. We conducted a total number of 57 interviews distributed as follows across 
country and organizational setting (Table 5 below). We either recorded or took detailed notes 
of all interviews, which were then analyzed following this standard process of qualitative data 
analysis:  
 
Repeating ideas => Themes => Findings => Conclusions 
 
 
Table 5: Interviews by country and organizational setting 
 
               Organizational 




Public hospitals Other Total 
Estonia 11 9 2 22 
Norway 4 6 6 16 
Romania 3 10 6 19 




Methods of secondary data collection 
 
The findings chapters draw on empirical data collected in the course of the research and on 
relevant legislation, policy documents, evaluations and relevant published academic research. 
There are several reasons why it is advantageous to integrate secondary data with the primary 
research, although each source needs to be handled with care.  First, it is important to look at 
academic studies for reasons of scholarly rigor and impartiality. However, the boundaries 
between what is academic and what is official policy are not always clear cut. This is 
particularly the case in the Estonian context in which a small number of experts work for 
central government or other national healthcare institutions and at the same time conduct 
academic research. The Health Systems in Transition (HiT) series of the European 
Observatory on Health Systems and Policies is a helpful source in this category. Two 
Estonian HiT reports (Koppel at al., 2008 and Lai et al., 2013) have been used in this chapter. 
Using the same format, similar reports have been written for Romania and Norway. Another 
useful recent Estonian study is Habicht, Habicht and Jesse (2011) which investigates hospital 
governance in great detail. Habicht, Aaviksoo and Koppel (2006) evaluate hospital sector 
reform drawing upon a survey of hospital management and supervisory boards and interviews 
with key stakeholders. These are two studies in Estonia which specifically deal with a detailed 
evaluation of hospital governance in a context of hospital autonomy. They do not cover 
decentralization, but other studies treat decentralization to some extent (for example Koppel et 
al., 2008; Lai et al., 2013). A number of consultancy reports were produced that had an 
important impact on the development of the hospital system in Estonia. These influenced the 
adopted legislation and significantly shaped the reform model such as the Hospital Master 
Plan 2015 report (Hellers et al., 2000, see also Bakler, 2003). We have also consulted studies 
by international organizations which in part dealt with hospital governance (World Health 
Organization, 2005; 2010; 2011). Importantly, two evaluations by the National Audit Office 
of Estonia investigated the purchase and use of expensive medical equipment in hospitals 
(National Audit Office, 2008; National Audit Office, 2011) and the sustainability of the 
hospital network in a context of changing socio-demographics (National Audit Office, 2010).  
 
Hospital management reforms in Romania are more recent than in Estonia and Norway. This 
means, inter alia, that they have so far been under-researched. The public hospital system has 
continued to undergo change since 2010, when the decentralization reform occurred, and 
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some structural and organizational change is expected to continue in the coming years. The 
empirical chapter draws on existing material and acknowledges that hardly any academic 
studies have been carried out so far focusing specifically on hospital decentralization and 
autonomy. One of the exceptions is Popa (2014) which studied the various stakeholders’ 
perceptions on the decentralization reform as recorded in the newsprint media. Most sources, 
however, consist of legal acts, substantiation notes to the legal acts, official policy documents 
and technical reports conducted by different international experts to assist the World Bank’s 
healthcare projects in Romania. As it will become clear in the empirical chapter, these 
technical reports, and the international organizations more generally, have been instrumental 
to both the launch and the content of the reform. Fortunately, these two main types of material 
have covered the reform in great detail, and the overall process, rationale, content and 
expected changes and benefits were easy to pin down. The interviews with key policy makers 
and hospital managers cast further light on the perceptions of reform. What is needed now, a 
few years after the adoption of the decentralization legislation, is an evaluation of the actual 
change on the ground and an assessment of the impact of the reform.   
 
As in the case of Estonia, and unlike the Romanian case, there is considerable material 
available on the 2002 Norwegian hospital reform, which is the main hospital policy in 
Norway investigated in this thesis. The empirical chapter on Norway (Chapter 7) first 
introduces the idea of coordination of public hospitals in Norway, and draws upon various 
sources that document the rationale and content of the changes entered into force in 2002. In 
addition to secondary evidence, it makes use of the interviews conducted in Norway to 
evaluate the relationship between the 2002 hospital reform and coordination. We studied the 
official policy documents that introduced the reform proposal, particularly Proposition 66 
(2000-2001) from the Ministry of Health and Care Services to the Parliament. The document 
includes detailed information about the rationale and need for reform and a discussion of 
expected impacts. We also looked at audit reports, evaluations and academic studies to 
complement the policy documents and concluded that hospital reform has received 
considerable attention in the past decade (e.g. Office of the Auditor General, 2009; 2012; 
2013a; 2013b; 2014). The academic literature has investigated, for example, the economic 
effects of the reform (e.g. Magnussen, Hagen and Kaarboe, 2007), the balance between 
central control and hospital autonomy (e.g. Lægreid, Opedal and Stigen, 2005) and the 
governance of public hospitals (e.g. Magnussen, 2013). We have found less research on 
coordination of hospitals and more on hospital governance more broadly, although more 
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generally coordination is a recurring theme in health policy and public policy in Norway. 
Importantly, the more recent coordination reform of 2012 aimed primarily at improving 
coordination between specialist and primary care, rather than at coordination of hospitals or 
between hospitals.  
 
Intertwined with thinking about theories, that determined the choice of methods from the 
outset, the following theoretical challenges emerged in the course of the empirical research: 
conceptualization of coordination and coordination problems, thinking in before and after 
terms, and gathering data on both perception and “hard” evidence.  
 
Addressing specific theoretical and practical issues 
 
The concept of coordination 
 
First, operationalizing coordination and distinguishing it from other similar and partially 
overlapping concepts, such as governance, collaboration and cooperation, was not easy. 
Coordination is not fully distinct from the other similar concepts referred to above – it 
presents some different facets and “borrows” from these concepts. Understood as a function 
of governance (but not the same as governance) the concept of coordination embraces the idea 
of working together which in the daily practitioner language is commonly referred to as 
collaboration or cooperation. In this sense coordination includes key aspects from all these 
other concepts and is likely to be mistaken for one or more of them. Making sure that 
interviewees understood that it was systemic coordination that we were interested in was 
equally challenging. We addressed this problem by explaining the definition of coordination 
that we employed which is “the activity taken by national policy institutions such as 
ministries of health to ensure that public hospitals work as a whole system”. Some hospital 
managers thought about this definition in terms of governance or the role of the ministry of 
health in governing their specific hospital. This was not a problem in itself since we were 
interested in the experience of their specific hospital. This did not imply a need on their part 
to take an integral view of the hospital system. Interviewees based in central institutions 
tended to approach the questions from a systemic perspective by virtue of their institutional 
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affiliation. Some, however, took a more functional stand depending on their daily 
responsibilities but additionally were probed to think of the hospital system as a whole.   
 
 
Defining coordination problems 
 
Second, defining and explaining coordination problems also posed some challenges, though 
less so than the concept of coordination itself. To address this problem, we first made sure 
that the definitions used for each of these coordination problems were as practical as possible. 
For instance, in the interview questionnaire, sent out in advance, we used the following types 
and definitions of coordination problems:  
 
 Duplication or redundancy which occurs when for example two different hospitals 
perform the same task that could be performed more efficiently and effectively in one 
place only   
 Omission or lacunae involving gaps in performing a needed task so that a task 
ultimately ends up not being performed by any hospital  
 Contradiction defined as differences in policy, legislation or regulations governing 
hospitals that contradict one another  
 Divergence in the sense of self-interested action by a specific hospital that affects the 
system of hospitals as a whole. 
 
In those situations when these definitions were not well understood, we provided examples of 
possible situations and asked if respondents were confronted with one or more of these 
situations. In-person interviews were helpful since they allowed the clarification of any 
misunderstandings on the spot. Sending a questionnaire or a survey would have not helped in 
this case and it would have likely created much confusion about the meaning of these terms. 
Consequently, responses would probably have suffered from internal validity problems and 






Thinking in before and after terms 
 
Third, thinking in before and after terms was not easy for a number of reasons. It was difficult 
for some interviewees to remember what coordination had been like before the reforms. This 
was especially true in the case of Estonia which had undergone hospital reform much earlier 
than, for instance, Romania. Likewise Norway reshaped its hospital system configuration a 
decade ago, but in this case coordination has been a major policy concern in recent years and 
it was to be expected that thinking about the relation between reform and coordination would 
be easier under these circumstances. Relatedly, connecting reform with coordination and 
specifically with coordination problems was not always straightforward. Thinking causally on 
complex relations was expected to be hard. At the same time, it needed discretion on the part 
of the researcher to ensure objectivity and avoiding the pitfall of suggesting a certain response 
or line of thinking. We consciously sought to avoid this pitfall by giving respondents time to 
reflect on the likely causal chain between reform and coordination, and probed for additional 
elaboration and explanation when a certain causal pattern emerged. Probing interviewees to 
reflect on before and after terms facilitated causal thinking to some extent. Some respondents 
elaborated on the likely mechanism linking reform with coordination and were asked to 
provide specific examples based on their experience. Although interviews are not designed 
quantitatively to measure and assess the effect of reform on coordination, they proved helpful 
in revealing possible causal paths and mechanisms. This brought to light not one but quite a 
few mechanisms connecting reform with coordination.  
 
Perception versus evidence 
Fourth, interviews in the three countries facilitated the collection of in-depth perceptions 
about hospital coordination. Perception, although useful, is likely to show only one “cut” of 
the story and leave out other possibly important facets. Perceptions, as useful as they are, are 
not the same as direct, concrete evidence. This was the case in this research, and in addressing 
this pitfall we took the following preventive measures. First, we made sure to interview 
different actors to understand the problem more holistically than it would have been the case 
had we focused on specific cases or one group of respondents only. Considering the subject 
matter of vertical coordination of public hospitals, it was important to make sure that the 
interviewees represented both central and local institutions. It was to be expected that these 
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different actors coming from different positions would likely have different views about the 
kind and extent of coordination that was needed. Second, we asked for hard evidence in 
addition to perceptions on the main claims that interviewees made. In-person, on the spot 
interviews again proved useful in this sense. The other type of evidence collected consisted of 
documentary and statistical data and research results that we had not been aware of 
beforehand. Others provided specific examples and referred to sources where these situations 
could be studied in greater detail. This was especially true in the case of coordination 
problems which were more amenable to exemplification. In this way we learned for example 
about “diverging” hospitals or cases of policy contradiction and duplication.  
 
Access, cultural differences and language  
 
Having access to the right people and needed data was to some extent a practical challenge 
but varied across countries. The challenge took two forms: no response and, in some cases, 
insufficient time to cover each question in the needed detail. Overall, it was easier to gain 
access to people and data in Estonia and Norway than in Romania. One explanation may be 
that there is simply less research on this topic in Romania than in the other countries, which in 
turn can be explained by the relatively recent hospital reforms in Romania. We believe, 
however, that there is more to it than this and cultural factors have a role to play. This is 
manifested in a developing research culture or lack of experience or interest in participating in 
research. Issues of political sensitivity and transparency also seemed more problematic in 
Romania than in the other two cases. Healthcare and specifically hospital care, in which the 
stake is the greatest, are politically delicate issues. Under growing public and political 
scrutiny, both hospitals and central institutions found reform, organizational relationships, 
coordination problems and results to be highly sensitive issues. It was to be expected – and it 
turned out to be so – that these aspects would stir discomfort. Another reason that made 
research in Romania more challenging was the difficulty in some cases to find the necessary 
contact information for potential interviewees and plan interviews ahead in those cases where 
contact information was readily accessible.  We believe that this can again best be culturally 
explained. It is common for professionals in Romania, due in part to low salaries, to have two, 
three or more different jobs at the same time. This was likely to make them less able to 
participate in academic research. We conducted the interviews in English in Estonia and 
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Norway and in Romanian in Romania, after translating the original English version of the 
interview questions. We did not see in language itself a major barrier, although some potential 
interviewees in Estonia and Norway may have not replied to the request to participate in the 
research due to lack of sufficient English skills. Similarly, a small number of interviews were 
more difficult to conduct due to limited English proficiency. However, in these few cases we 
sought to ensure mutual comprehension by adjusting speaking pace and rephrasing certain 
questions or words that were difficult to understand. The translation of the questions into 
Romanian was performed by the doctoral researcher with a view to limiting any differences 
arising from the translation process. The researcher translated the questions in such a way as 
to preserve the meaning of the original version. The Romanian word for coordination 
“coordonarea” resembles the English word and both originate from the prefix “co” meaning 
together and the Latin word “ordinare” which means to place in the same order or rank. 
Whenever needed the researcher defined, both for the English and Romanian interviews, the 
concept of coordination as conceptualized in this thesis.  
 
These factors (i.e. culture, language) in some cases posed difficulties to a smooth empirical 
work and to some extent restricted access. To address these issues, we extended the original 
population of potential interviewees in all countries, especially in Romania where there was 
greater need to do so than in the other two cases. This was possible because the population of 
hospitals in Romania is much greater than in the other countries. In Estonia the current 
hospital master plan includes 19 acute care hospitals, and almost half of them (eight) 
responded to the request to participate in the research. In those cases when the hospital 
manager was not available, we interviewed another member of the executive board. The same 
approach was taken in the case of central institutions. This enabled us to still be able to 
interview at least one representative from relevant institutions, be they hospitals or 
directorates in the ministry of health or the health insurance fund. In all countries we selected 
and interviewed different types of hospitals according to different criteria: organizational 
status when relevant (i.e. centralized or decentralized), size, county, geographic region, and 
the competence and complexity of the hospital. In the Romanian case, due to the large number 
of hospitals and problems with access, the data collected through interviews needs to be 
supplemented to address the research questions in the needed depth. To this end in all three 
cases we also draw on other sources such as official legislation, hospital system databases, 
statistical sources and published research on hospital reforms. These sources were used to 
complement the interview material.  
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CHAPTER 5: COORDINATION OF PUBLIC HOSPITALS IN ESTONIA 
 
 
This first of the three case studies is structured as follows (the other two chapters follow a 
similar structure): it begins with description, continues with evaluation and ends with 
explanation. We first describe changes in public hospital policy and hospital trends and then 
move on to describe the specifics of hospital reforms analyzed in this thesis as they pertain to 
the decentralization and autonomy of public hospitals. Following this first part, we evaluate 
the relationship between public hospital reforms and coordination problems drawing on 
primary and secondary data sources. Finally, using the theoretical framework introduced 
earlier in the thesis, we seek to explain the effectiveness, or lack thereof, of central 
coordination.  
 
Overview of healthcare policies and hospital trends (1991-2013) 
 
 
The Estonian healthcare system has undergone major change since the country obtained its 
independence from the Soviet Union in 1991. Healthcare in Estonia is now organized, 
financed, and coordinated in very different ways than it used to be in Soviet times. Soon after 
independence policy makers took radical steps to reform the Soviet system and establish it on 
different grounds. The process had started in late 1980s with the new approach within the 
Soviet Union, which enabled the beginning of a process of reform in the member states of the 
union. Estonian authorities used this possibility and began planning for a new health care 
system based on a decentralized Bismarck-type health insurance arrangement. A main 
concern at that time was to do away with what was considered inefficient and low quality and 
realign the system to reflect Western developments and trends. This approach was part of a 
larger shift that affected not only health policy but also politics, the economy and society at 
large. The shift included a move from centralization to decentralization, planned economy to 
market economy and a single-party political system to multiple-party system. Some of the 
premises were laid out before independence but it was after the independence that de facto 
change started to occur. Importantly, these changes had direct consequences on the 
organization, funding, provision and regulation of healthcare. Soon after independence, the 
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Health Insurance Act established a health insurance system through which funds were 
collected through an earmarked social tax rather than channeled from the state budget as used 
to be the case before. One of the main principles of healthcare organization in those early 
stages was decentralization – which took different forms. It involved devolution of certain 
planning functions to municipalities, the creation of county-based sickness funds, and de-
concentration of planning and control to the county level (Lai et al., 2013, p. 33). In 1992 the 
status of medical staff changed from civil servant to employees subject to private labor 
contracting.  After these decentralization initiatives, however, policy makers decided to 
integrate and recentralize certain functions to improve national coordination. This has been a 
trend that has persisted throughout the past 20 years. A recent example includes the 
centralization of primary health care management from county governors to the national 
Health Board. This change includes human resource planning which aims to cover possible 
shortages in primary care staff across the country (Lai et al., 2013, p. 152). Table 6 below 
includes a list of the main changes since 1991 to 2013. 
 
Table 6: Healthcare policy initiatives in Estonia, 1991-2013 
Year Policy initiative 
 
1991 -Establishment of Health Insurance system and regional sickness funds through 
adoption of the Health Insurance Act (renewed) 
-Improving the provider licensing system 
-Beginning of primary care reform: introduction of the re-specialization training for 
family doctors 
1992 -Medical staff moved from a civil service status and began to work under private 
labour regulations 
-Development of the first essential drug list 
-Adoption of the National HIV/AIDS Programme 1992–1997 (finished) 
-Established the Public Health Department in the University of Tartu by 
reorganization 
1993 -Establishment of the Ministry of Social Affairs 
-Establishment of the State Agency of Medicine and the Centre for Health Promotion 
(the latter became the National Institute for Health Development in 2003) 
-Primary care reform: introduction of family medicine as a separate medical specialty 
and starting of postgraduate training 
-Introduction of the reimbursement system for the prescription of pharmaceuticals 
1994 -Adoption of the Health Service Organization Act (renewed in 2001) 




1995 -Adoption of the Medicinal Products Act (renewed) 
-Patient co-payments for primary care and specialist visits introduced 
-Adoption of the Public Health Act 
-Health Policy Document approved by the government (cancelled in 2008) 
1997 -Primary care financing reform and establishing requirement for family doctors to be 
registered 
-Adoption of the Mental Health Act 
-Adoption of the Artificial Insemination and Embryo Protection Act 
-National Programme on the Prevention of HIV/AIDS and Other Sexually 
Transmitted Diseases 1997–2001 (finished) 
-Adoption of the National Tuberculosis Programme 1998–2003 (finished) 
1999 -Adoption of the Occupational Health Act 
2001 -Adoption of the Estonian Health Insurance Fund Act 
-Renewal of the Health Services Organization Act (1994) 
-Adoption of the Law of Obligations Act 
2002 -Establishment of Health Care Board (which became the Health Board in 2010 
through merger of different agencies) 
-Renewal of the Health Insurance Act (1991) 
-Adoption of the National HIV/AIDS Prevention Programme 2002–2006 
2003 -Adoption of the Hospital Master Plan 2015 
-Adoption of the Communicable Diseases Prevention and Control Act 
-Establishment of National Institute for Health Development 
-Adoption of the first inter-sectoral health strategy: National Strategy for Drug Use 
Prevention until 2012 (finished) 
2004 -Renewal of the updated Medicinal Products Act (1995) 
-Adoption of the National Tuberculosis Programme 2004–2007 (finished) 
-Implementation of diagnosis-related groups as payment system 
2005 -Adoption of the Blood Act 
-Adoption of the National Strategy for the Prevention of Cardiovascular Diseases 
2005–2020 (abolished in 2012) 
-Adoption of the National HIV and AIDS Strategy 2006–2015 
-Establishment of Estonian eHealth Foundation 
2006 Updating of the Hospital Master Plan 2015 
2007 Adoption of the National Cancer Strategy 2007–2015 
2008 -Adoption of the National Tuberculosis Strategy 2008–2012 
-Adoption of the NHP 
-Establishment of the health information system (nationwide e-health system) 
2010 -Establishment of the Health Board as a result of merger of the Health Care Board, 
Health Protection Inspectorate, the Chemicals Notification Centre and medical 
devices department of the State Agency of Medicine 
2012 -Centralization of primary care organization 
 
Source: Adapted from Lai et al., 2013, pp. 23-24 
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The number of hospitals in Estonia has decreased significantly compared to Soviet times. In 
1991, there were 120 public hospitals with approximately 18,000 beds but by 2001 the 
numbers fell to 67 and 9,100 beds only. Many hospitals were either closed or turned into 
nursing homes because they did not meet new licensing requirements (National Institute for 
Health Development, 2014). This was especially the case in small localities and less so in 
urban areas. The declining trend continued well into the early 2000s, specifically 2003 when 
major organizational and planning reform led to a new configuration of the system consisting 
of a much smaller number of hospitals (Figure 4). This has particularly been the case for acute 
hospitals, the number of which decreased to just over 20 by 2004. 
  
Figure 4: Change in the number of hospitals in Estonia, 2000-2011 
 
Source: World Health Organization, European Health for All database, updated July 2013 
 
The process of reducing hospital capacity at that time involved mergers and integration of 
facilities and organizational forms. Despite this drastic decrease, which followed broader 
international and European de-hospitalization trends, compared to EU levels Estonia had 
more hospitals than average per 100,000 inhabitants throughout this period. The relatively 
low population density and decreasing population affected this trend, which however has not 
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better capacity indicator) has followed similar trends. Before the structural reform of the 
network, the number of hospital beds in Estonia was higher than the EU average, but by 2010 
it was lower than both in the EU 15 and EU 10 (Figure 5 below).  
 
Figure 5: Number of acute hospital beds per 100,000 inhabitants in Estonia, 2000-2011 
 
Source: World Health Organization, European Health for All database, updated July 2013 
 
 
The reform model: hospital management autonomy and political decentralization 
 
 
The Health Services Organization Act of 2001 came into effect in 2002 and proposed a new 
configuration of the publicly-owned hospital network. Together with the Hospital Master Plan 
2015 (HMP 2015), which was adapted to become the Hospital Network Development Plan 
(HNDP), it had the most significant impact on hospital organization and provision in the 
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two major phases: before and after the adoption of the Health Services Organization Act of 
2011 and the Hospital Network Development Plan. These two phases are nearly equal in 
duration, each spanning circa a decade: 1991-2000 for the first phase and 2001-2014 for the 




In the early 1990s health care decentralization was one of the main policy goals and it took 
different forms (Lai et al., 2013, pp. 33). First, planning was devolved to municipalities. 
Second, through de-concentration, healthcare administrator positions were established in 
governors’ offices in each county to ensure local planning and control. Third, 22 independent, 
non-competing sickness funds were set up in each county and a few main cities with the aim 
of contracting with hospital providers which were granted managerial autonomy to decide on 
staff and investment plans. These bold measures, however, proved problematic due to a 
number of factors (Lai et al., 2013, p. 33). First, counties lacked sufficient capacity to manage 
the new responsibilities and financial resources were limited so that in practice the new roles 
and functions could not be adequately exercised. Policy makers concluded that the setup of 
the regional sickness funds lacked coordination, and in 1994 they created a Central Sickness 
Fund under the supervision of the Ministry of Social Affairs. This decision was also 
motivated by regional inequalities since some regions fared better economically than others 
and there was no central pooling of funds (Koppel et al., 2008, p. 181; 184). The Central 
Sickness Fund was tasked with ensuring coordination and improving efficiency in resource 
utilization through central pooling and capitation-based allocation. The number of regional 
funds was reduced to 17 from 22. In the second half of the 1990s, the planning role of the 
Ministry of Social Affairs was enhanced and increasingly the Ministry was expected to “lead 
the way” and provide an integrated approach to the healthcare and hospital system as well as 
overall leadership. Concurrently, counties and municipalities gradually decreased their 
planning role (Lai et al., 2013, p. 34).  
  
The legislation in the 1990s had little regulatory power and did not regulate the form of 
hospital ownership. In a context of high decentralization, there was no comprehensive 
legislation regulating the entire system. Healthcare was regulated through ministerial 
directives pertaining to different types of healthcare services. The line item budget was 
replaced with a payment system based on services that were actually provided. The status of 
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hospitals at that time was characterized in the following way (World Health Organization, 
2005, p. 7):   
 
 There was a mix of possible forms, which were not regulated by law, which is 
believed to have led to unclear roles, responsibility and accountability; 
 The planning followed a decentralized model with significant decision-making granted 
to local authorities; 
 The management structure, despite early efforts to increase organizational autonomy, 
was thought to be limited and characterized by little coordination.  
 
Hospitals at that time were owned by the central government, municipalities or other public 
organizations and were of different types, i.e. central, general, or local. Many hospitals were 
mono profile and focused on specific medical conditions and specialties such as tuberculosis, 
oncology or psychiatry. Due to inpatient overcapacity, the bed occupancy rate was not 
sufficient to ensure either financial sustainability or good quality of care (Hellers et al., 2000). 
Local and organizational interests prevailed over the interests of the system as a whole 
(Koppel et al., 2008, p. 187). Following the 1994’s Health Care Services Organization Act, 
the ownership of most hospitals was transferred from the central government to 
municipalities. Most tertiary care hospitals (a total of seven) were still directly subordinated to 
the Ministry, but general (local) and long-term care hospitals fell under the administration of 
municipalities (Habicht, Habicht and Jesse, 2011, p. 143). However, during the 1990s some 
municipalities refused the administration of the hospitals within their jurisdiction while others 
accepted the new tasks but were unable in practice to provide proper management and 
governance. As a result the Ministry was responsible for the administration of these hospitals 
as state agencies. Although the hospital configuration at that time was not sustainable and 
system planning was necessary it was not until the late 1990s that comprehensive legislation 
was drafted. Regional and hospital plans, it was believed, needed to be confronted with long-
term systemic planning, taking into account the sustainability of the system, demographic 
change, financial predictions, human resources capacity, and growing public expectations. 
During the 1990s some initiatives to improve hospital planning and efficiency in urban areas, 
especially Tallinn, were met with resistance (Estonian Health Insurance Fund, 2012, p. 87). 
At that time there were 17 hospitals in Tallinn (compared with only 4 acute hospitals after the 
implementation of the Hospital Network Development Plan). Confronted with negative media 
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opposition, and aggravated by the Russian financial crisis in 1998 and 1999, the Government 




The Estonian hospital reform of the early 2000s had its origins in the efforts taken during the 
1990s. The reform process in this sense was incremental. The World Bank’s Estonia Health 
Project 1995-1999 made an important contribution in preparing the way for what was soon to 
follow (Koppel et al. 2008, p. 186). The project loan led to the creation of a general health 
sector reform framework, helped build needed capacity at the center of government, and 
stimulated political commitment to push reform forward.  
 
Hospital Master Plan 2015  
 
The first step was the development of the Hospital Master Plan 2015 (HMP). The stated 
objective of the Ministry of Social Affairs was “to obtain savings and increase the efficiency 
of hospital care by easing constraints effecting the hospital system in Estonia including 
unused capacity, long length of stay, deficiencies in management, budget, accounting and 
facility design” (Hellers et al., 2000, p. 59). Following a World Bank competitive bidding 
process, arranged by the Ministry of Social Affairs, two consultancy companies based in 
Sweden won the contract to develop a hospital master plan with a projection for 2015. The 
final report, delivered in April 2000 (see Hellers et al., 2000), presented the status quo of the 
hospital sector and benchmarked it against the Swedish and Norwegian systems. The report 
included a list of recommendations for change including the development of a more efficient 
and sustainable hospital network structure (based on four main regions, i.e. north-east, north-
west, south-east and south-west), improved hospital licensing, quality insurance and 
accreditation, hospital infrastructure, and specific recommendations for hospital planning in 
the capital city Tallinn (Hellers et al., 2000, pp. 9-15). The analysts concluded that the 
Estonian system was still characterized by hospital overcapacity compared to the Swedish and 
Norwegian systems. Hospitals were deemed “too many and too big and often in an 
unsatisfactory condition” (p. 60). Recommendations included a sharp reduction in the number 
of acute care hospitals based on existing and projected catchment areas, a reduction in the 
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average length of stay and in the use of “social beds” within the acute network, and 
improvements in the bed occupancy rate. The report included specific recommendations that 
proved instrumental in reconfiguring the hospital network and later in developing the Hospital 
Network Development Plan. These included:  
 
 most Estonians would live within 70 km (one-hour distance) from an acute hospital;  
 in each of the four main catchment areas there would be a regional or a central 
hospital providing both secondary and tertiary care; 
 the number of acute hospitals will be reduced through mergers and restructuring by 
three quarters – from 68 to a total of 13 by 2015, i.e. one university hospital (Tartu), 
one regional (Mustamäe), 4 central hospitals (Kohtla-Järve/Jöhvi, Tallinn Central, 
Tallinn West and Pärnu), and 7 secondary hospitals (Haapsalu, Paide, Rakvere, Narva, 
Kuressaare, Viljandi and Vöru).  
 
Although the plan was criticized by some for being too radical, policy makers in the Ministry 
of Social Affairs used it as an important basis for further discussion and consultation and 
many of the principles and recommendations were included in the Health Services 
Organization Act, adopted one year later. The Hospital Network Development Plan, finalized 
in 2003, originated in the Hospital Master Plan 2015.  
 
Self-governed hospitals and political decentralization  
 
Structural reform was envisaged through the Hospital Master Plan 2015 and the ensuing 
Hospital Network Development Plan, but it was the Health Services Organization Act of 2001 
that established the governance of the healthcare system. The changes legislated through this 
important piece of legislation were not completely new – a first act bearing the same name 
had already been adopted in 1994 – but it clarified the legal basis of the system and 
incorporated the lessons drawn from the 1990s. Among the provisions of the new act, we 
mention the following (Habicht, Habicht and Jesse, 2011, p. 145):  
 
 recentralization of planning functions 
 the introduction of a new licensing system for both doctors and healthcare providers 
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 clarification and definition of the legal status of all healthcare providers, regardless of 
type, as private entities 
 definition of financing responsibilities of different sources of funding 
 creation of the Health Care Board as a central state agency of the Ministry of Social 
Affairs tasked with licensing providers and supervising the healthcare system. 
 
The act defined seven types of hospitals depending on size, catchment area, and type of care: 
regional, central, general, local, special, rehabilitation and finally nursing hospitals. The first 
four types provide acute services while the rest provide long-term and nursing care. The law 
mandated all healthcare providers to operate under private law as autonomous entities based 
on three different legal forms: private entrepreneurs (for primary care practices) and 
foundations or limited liability companies for hospitals. Following this corporatization 
reform, hospitals were organized either as foundations or limited liability companies (also 
known as joint-stock companies). The legal basis for hospital foundations is the Foundations 
Act, while for limited liability companies it is the Commercial Code. These legal acts apply 
equally to all organizations regardless of sector which means that they also apply to the public 
hospitals in the same way (Habicht, Habicht and Jesse, 2011, p. 147). By law, hospitals 
organized as limited liability companies are profit-making while hospital foundations are non-
profit. This implies that legally there is nothing that could prevent joint-stock companies for 
making profit although there is no evidence that this has taken place thus far. The profit made 
is more likely to be invested in the hospital rather than paid to external owners and investors 
(Habicht, Aaviksoo and Koppel, 2006, p. 10). Despite this difference between the two legal 
forms, some have argued that in practice there are no major differences in how they are 
managed and how they operate (e.g. Habicht, Habicht and Jesse, 2011, p. 147).  
 
More than 60% of all acute hospitals (12 out of 19) that are part of the Hospital Network 
Development Plan are foundations, including the two largest regional hospitals in Tallinn and 
Tartu respectively. Seven hospitals, most of which are small general and local hospitals, 
adopted the joint-stock company form. There are two notable exceptions to this pattern, 
however. The two relatively large central hospitals in Tallinn (East Tallinn and West Tallinn) 
also operate as limited-liability companies. Whether foundations or joint-stock companies, 
publicly-owned hospitals can make decisions concerning staff management and 
compensation, equipment, infrastructure and financial matters. They also enjoy full residual 
claimant status which gives them the possibility to develop further based on hospital 
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strategies, but they are also required to cover any debt they may incur. To the extent that the 
legislation and hospital statutes allow, each hospital has the freedom to decide on a wide 
range of organizational and governance issues including (Habicht, Habicht and Jesse, 2011, 
pp. 151-157):  
 
 internal hospital structures with certain large hospitals adopting a decentralized 
organizational structure (while others a more integrated one) with the possibility of 
different units to retain earnings within that unit and pay staff accordingly 
 clinical specialties, which are regulated by the Health Services Organization Act of 
2001 depending on hospital type and through the licensing process, but hospitals still 
have some degree of freedom to choose which specialties to develop further; 
 investment plans in equipment and infrastructure including the possibility to take out 
loans and use other financial instruments;   
 co-payments for ambulatory care and individual bed days according to the law; 
 remuneration policy, including the payment of performance-related pay and other 
bonuses.  
 
The 19 acute care hospitals that were eventually included in the Hospital Network 
Development Plan include three regional hospitals, four central hospitals, nine general 
hospitals and three local hospitals (Table 7). These publicly-owned hospitals operating under 
private law were stimulated to become more professional and managerial – organizationally 
responsible for decisions made within a regulatory and financial framework. When asked to 
characterize the autonomy of their hospital management, most hospital managers have 
responded affirmatively stating that they enjoy sufficient autonomy to make both tactical and 
strategic decisions. Hospital managers in Estonia have experienced the discretion to make 
decisions and have learned to make use of this granted discretion. For example, one hospital 
manager emphasized that “within the budget framework, we are free to decide on a wide 
range of issues” (Interviewee 1). Another underlined the financial responsibility derived from 
the status of the hospital:  
“We can say that the hospital management is quite autonomous: we can make our own budget 
and have responsibility for economic management and the responsibility to hire doctors or 




Table 7: Type of hospitals in the Hospital Network Development Plan, Estonia 
 
Regional 
North Estonia Medical Center Foundation 
Tallinn Children Hospital Foundation 
Tartu University Hospital Foundation 
Central 
East Talinn Central Hospital Ltd 
West Tallinn Central Hospital Ltd 
East-Viru Central Hospital Foundation 
Pärnu Hospital Foundation 
General 
Järvamaa Hospital Ltd 
Kuressaare Hospital Foundation 
Läänemaa Hospital Foundation 
Rakvere Hospital Ltd 
South Estonia Hospital Ltd 
Narva Hospital Foundation 
Viljandi Hospital Foundation 
Valga Hospital Ltd 
Hiiumaa Hospital Foundation 
Local 
Jõgeva Hospital Foundation 
Põlva Hospital Ltd 
Rapla Hospital Foundation 
 
 
Although hospital managers perceive their autonomy to be significant, the autonomy is not 
boundless. There are a number of legal provisions that regulate the activity of hospitals. In 
what follows we discuss these in turn and will return to them later in the chapter when 
analyzing specific cases of central coordination.  
 
First, according to the master plan, the type of hospital (i.e. regional, central, general and 
local) regulates what services each hospital can provide. The exceptions are the two largest 
regional hospitals (Tartu University Hospital Foundation and North Estonian Regional 
Hospital Foundation in Tallinn) which need to cover a wide range of tertiary care specialties. 
The second layer consists of four central hospitals. Although they can provide a wide range of 
services, their coverage is more limited than that of regional hospitals. Further down, general 
(county) and local hospitals are only allowed to provide a limited range of services. In short, 
this structural framework should in theory provide some limitation to hospital behavior in 
terms of the type of services hospitals are legally entitled to provide. Second, a financial 
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framework, worked out by the Estonian Health Insurance Fund in consultation with the 
hospitals and medical specialties, regulates the number of cases that the insurance fund will 
purchase from hospitals. Hospitals may choose to treat more cases but will not be reimbursed 
if they exceed the limit or if they provide services that they are not legally allowed to provide. 
Third, hospital management is accountable to a hospital supervisory board which in most 
cases consists of local politicians. The exception is the regional hospitals where the central 
government is represented along with other societal stakeholders. Major decisions as well as 
the annual budget need the supervisory board’s approval. A fourth category of central 
regulation includes licensing and approvals as, for instance, in the case of the construction of 
new facilities. Hospital managers, however, do not experience these limitations in the same 
way and in some cases it is debatable whether some of the regulation actually limits hospital 
decision-making at all. Some of the managers have argued that the main restrictions to their 
autonomy are limited financial resources and/or medical staff rather than specific government 
regulation:  
 
“We report to the supervisory board and have to submit the budget annually. The main limit is 
finance; we have to make sure that finances are balanced. Also we need to make sure we have 
enough means for investment in technology. There are some formal things, bureaucratic 
mechanisms. For instance, concerning new buildings we need to provide information to the 
Ministry of Social Affairs concerning the number and type of beds; it’s a kind of bureaucracy 
through which you still finally get what you want; sometimes you just have to do some stupid 
paperwork.” (Interviewee 1)  
 
Another manager made the same point while characterizing autonomy to be balanced – 
neither too much nor too little: 
 “To me the system is quite balanced, we can’t say we have too many restrictions or too free 
hands […]. We still feel that the lack of resources or the lack of doctors affects managers’ will 
more than other elements. It’s about pure money because actually hospital managers have to 
make decisions based on the availability of resources and the number of doctors working in 
Estonia and the money available give quite clear borders for hospital managers to make 
decisions. We are not or cannot act in a way like we have unlimited resources, we just have to 




When it comes to the relationship with supervisory boards, this does not seem to restrict the 
possibility for management to make decisions, but it does mean that those decisions need to 
align with the vision of the supervisory board. Whether the views align depends on who is on 
the boards. The interviewed hospital managers have different backgrounds: some have 
medical studies and later became hospital managers, but the majority of them have a business 
background, but have worked in healthcare for a number of years. Those with a business 
background were more likely to think managerially and use business language – words such 
as market, company, competition and quality – when referring to their activity. The possibility 
to make a wide range of decisions under the existing reform model is seen as empowering and 
motivational: 
 
“I think that before the reform there was no special motivation to the hospital management to 
do something or develop because before there was a fixed budget and the budget structure 
was also fixed. But now my budget structure is not fixed; I offer to the council and we 
negotiate; nobody else can write the structure I should have and where I should invest… there 
is also bigger responsibility for me and motivation to think or do something. I am manager 
and would like to make good decisions and proposals to the owners so I am motivated to 
think.” (Interviewee 2) 
 
This empowerment, as we shall see in greater detail later in this chapter, can be channeled in 
different directions – it does not necessarily exclude unwise decision making. The intention of 
the reform model was to leave room for “self-regulation” and organizational financial 
responsibility. There is considerable evidence that this has occurred in practice, as expressed 
by this member of a hospital executive board: 
 
“If you are under private law then principally you can decide, but if you make foolish 
decisions then you have fewer possibilities the next year. If you have surplus then you can 
implement your ideas but if you have minuses then you can’t do it because banks are not 
going to help. If a hospital is state owned and you want a loan from a bank you need to go to 
the government or the Ministry of Finance.” (Interviewee 6) 
  
Considering that the reform was implemented in 2002, it was important to assess whether the 
autonomy of hospital management has changed in the meantime. Interviewees considered that 
the autonomy and the model of the system more generally had not changed much since 2002. 
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This general opinion was echoed by a member of the executive board of one of the hospitals 
in Tallinn who drew a parallel between hospital autonomy, entrepreneurship and central and 
local governance:  
 
“My opinion is that autonomy is the same as in 2002 when the biggest reform was made and 
that meant that we are for example a limited stock company. That means that our shares are 
owned by the municipality 100% and the form of entrepreneurship, or how do you call it, that 
automatically, by the law, means that the Ministry of Social Affairs or the local government 
cannot act like an administrative body of the organization and their influence is minimized.” 
(Interviewee 5)  
 
Hospital managers, many of whom have business training, have been stimulated and have 
learned “the trade of doing healthcare business”. They understood that the reform model is 
management oriented rather than government centered. In terms of hospital decentralization, 
there are a number of features that characterize the publicly-owned hospitals. The hospital 
system is largely decentralized in the sense that most hospitals are owned or founded by local 
authorities rather than the central government. The exception is regional hospitals that provide 
tertiary care. This local ownership means in practice that hospital supervisory boards consist 
of local politicians. In the case of regional hospitals, there is more variation in the structure of 
the supervisory boards. That structure also includes the central government in these few cases 
only. Some interviewees have expressed concerns about the implications of this situation. 
These include concerns about the professionalism and decision-making capacity of 
supervisory boards as well as the role of local politics and local interests. While local 
politicians might act in such a way as to promote the interests of their local constituencies – 
and hence promote democracy locally – interviewees have tended to perceive the role of 
politicians as being “political” par excellence. This means that hospital managers perceive 
politicians to act for political purposes, which may change regularly, and do not have the 
capacity to help develop the hospital on a long term and sustainable basis. One interviewee 
has captured this aspect in the following way: 
 
 “Members of the supervisory boards are mostly politicians, so they come and go and don’t 
have time to learn about healthcare management. Only for a few of them is this something in 




Especially in a context of pressure for the reorganization of small hospitals, local politicians 
have attempted to preserve the status quo and fought for the survival of the small hospitals in 
their jurisdiction. One interviewee stressed that this had been a major struggle:  
 
“A second issue is the struggle for survival of the small county hospitals. According to the 
hospital master plan and common sense they should have changed their profile because they 
have too few patients but it is not competition in the medical field but political fight because 
politicians in each county are trying to defend the status quo to have the hospital because it’s 
one of the biggest employers. Nevertheless, there are issues with three things: patients, 
doctors and money.” (Interviewee 1)  
 
Fighting to keep the local hospital network unchanged may affect the ability of central policy 
institutions to enact change to the system as a whole. The local interest contradicts the 
national interest. Furthermore, the governance structure appears to impede central policy-
making as long as the state is not represented in the governance structures of small hospitals 
and hospitals themselves are autonomous entities. As one concerned interviewee argued:  
 
“It’s a concern maybe even a problem… if you think you have a strategic state level hospital 
network, from the health insurance fund point of view you have to give them contracts. They 
have a huge advantage compared to other providers. If you know the governance structure, 
the state is represented only in the supervisory boards due to state ownership but stays away 
from local hospitals supervisory boards which I think is nonsense because they have state-
level priorities. So decisions are made without any kind of influence or any kind of say from 
the state.” (Interviewee 8)  
 
Do self-governed hospitals compete or collaborate? 
 
The reform model characterized by limited central coordination is expected to stimulate 
competition between hospitals. This is especially so in a context of limited financial 
resources, a limited number of specialized medical personnel and changing socio-
demographics. We first discuss whether hospitals in Estonia compete and, if so, we ask if this 
competition is systemic or specific to some regions, hospitals or types of care only. We then 
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discuss what hospitals are competing for, followed by an explanation of the reasons why 
hospitals compete. We are particularly interested in whether there is a relation between the 
type of hospital system and competition. We then turn to how interviewees assess 
competition, and find that competition has both advantages and disadvantages. We then 
present findings on the relationship between competition versus collaboration and end this 
section with a discussion of findings on alternatives to competition. Our research shows that 
competition only partially crowds out collaboration. Conversely, from a cultural perspective, 
collaboration only partly crowds out competition. Competition between hospitals was not 
entirely a product of the reform, but our research shows that the reform model created an 
impetus for competition.   
 
A first finding concerning competition is that publicly-owned hospitals in Estonia do compete 
with one another. The majority of interviewees, whether members of hospital management, 
central policy makers or auditors, have shown that competition is an important feature of the 
system. Some interviewees have argued that competition is widespread while others think that 
competition occurs mostly between the large hospitals, i.e. Tallinn versus Tartu, on the one 
hand, and Tallinn versus Tallinn, on the other hand. The fact that there are three main 
hospitals in Tallinn that to some extent provide similar services in the same specialties leads 
to competition between them. Tallinn, though a large city by Estonian standards, is a small 
city by European standards. The three main hospitals in Tallinn share the same “market”, as 
one interviewee emphatically put it:  
 
“We are acting on the Tallinn market; we have 400,000 citizens […]. The hospitals want to 
develop their activity and that’s why we have to compete for contracts. All depends on 
contracts, on the number of patients and the amount of money. If you lose patients, you lose 
money and you can’t develop that particular area of your organization; that’s the problem. If 
the government says that there are too many hospitals in Estonia, then why doesn’t the 
government do something?” (Interviewee 5)  
 
There is also competition between the two main regional hospitals providing tertiary care in 
Tallinn and Tartu respectively, though some have been reluctant to call this competition in a 
market sense. They have considered the nature of the healthcare market, which does not 
follow the textbook rules of a competitive economic market as well as existing friendly 
agreements between these two top medical centers. Although there are different autonomous 
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players on the market and some of them provide similar services, there is only one purchaser 
of services, the health insurance fund. While this is true, patients are free to choose a provider 
of their choice. Assuming that hospitals they choose are entitled to provide that service, the 
health insurance fund is expected to purchase the service. Since hospitals have the capacity to 
provide more services than they currently do, they are interested in increasing the volume of 
service. Hospitals, under these conditions, compete for patients and money from the insurance 
fund, which means that some elements of an economic market really do exist. Other voices, 
however, do not consider that competition is so prevalent, and, if it exists, believe it is 
concentrated in Tallinn and between Tallinn and Tartu. Small hospitals do not compete 
because they serve different catchment areas:  
 
“There is competition for patients but it is not so rough because of geographic limitations. 
Sometimes there is competition for tertiary hospital services between the major hospitals. The 
big fight, in fact, is for health workers due to emigration. There is a lot of tension in the 
system because professionals have to work harder due to emigration of part of the workforce, 
hence the strike last year.” (Interviewee 6)  
 
This interviewee – who had an instrumental role in the adoption of the healthcare reform – 
argued that there is no hospital free market in Estonia. The system is planned according to the 
Hospital Network Development Plan and it is in effect a kind of planned, rather than free 
market:  
 
“Concerning competition I can see it in two places only: in Tallinn and in Tartu; in all other 
places it doesn’t work. […] I don’t see too much competition in this system; it is some kind of 
mixed system between planning and free development…” (Interviewee 11)  
Although competition exists, it is not systemic: it only concerns certain hospitals and services 
that are better paid than others. As a result, hospitals are interested in providing more of what 
is profitable, and there is evidence that they have the tools and information needed to assess 
which services are profitable and which are not, as this quotation shows: 
  
“Of course, as in other countries where financial resources are limited, hospitals have more 
capacity to provide services than we have money to pay them. We have not had such kind of a 
systemic problem, but we have time after time some problems in some specialties that are 
very well paid by the insurance fund and we have some services that are more profitable. And 
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hospital managers are very smart people and they know every year which services are more 
profitable and then all hospitals are interested in those specialties and services.” (Interviewee 
10) 
 
Hospitals compete for patients, type and volume of service, contracts with the health 
insurance fund and medical personnel: 
 
“This competition issue, there is interest in providing more expensive services and buying 
equipment to provide these services more and more and to compete for getting patients. 
Competition for good specialists who can provide these services is also an issue. Sometimes 
looking at waiting lists; in some hospitals they are bigger than in others but it’s hard to 
evaluate them. There may be pressure for funds to get more money because of these lists.” 
(Interviewee 9)  
 
There is disagreement about the causes and effects of competition and about whether the 
setup of the system is intrinsically prone to favoring competition. Whether competition 
crowds out collaboration is also controversial. One line of thought is that the reform model 
comprised of autonomous and decentralized hospitals triggers or reinforces competition. 
When asked about the relation between the reform model and competition as compared to the 
situation before the hospital reform was implemented, interviewees were more likely to think 
of the current system as more prone to competition than was the case before. Some hospital 
managers, in particular, feel empowered and incentivized to compete:  
 
“One of the advantages of the current system is that there is more competition in the system. 
We are acting on the market like other enterprises. I will describe this as a positive thing. […] 
We are ready to compete to obtain some agreement and we are ready to compete with the 
other Tallinn hospitals.” (Interviewee 5)  
 
Another interviewee who drew a clear connection between the setup of the system and the 
inclination to compete put it this way:  
 
“There is a link with the system because hospital management is interested in providing more 
services, more expensive services to get more money because they want to develop so it’s 
their decision… but this was maybe one of the goals of the system: to make hospital managers 
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interested in the activity and they have become interested, and now we have to manage it in 
the opposite way.” (Interviewee 9)  
 
Speaking from a policy making position this person observed how the reform reached one of 
its intended goals, but this has also become part of the problem. It is important to note that 
without the autonomy to decide on service organization and provision, hospitals might not 
have developed the interest in developing their activities. The autonomy granted to hospitals 
was instrumental in this respect. The healthcare system is embedded into the larger pro-
market and pro-business socio-economic context of post-independence Estonia. It is 
consequential that in a country of the size of Estonia inter-sectoral labor mobility is common, 
and, once the system was set up, business managers to a significant extent started to populate 
hospital executive boards. Since independence there has been openness for private managers 
and ideas, which helped shape the system on a quasi-private basis and which later stimulated 
openness to private management practices. The attitude of the hospital leadership drives 
competition. This leadership can derive from general management, as we have seen earlier, or 
from professionals, particularly chief doctors in certain specialties who desire the latest 
equipment and are interested in medical innovation: 
 
“In hospitals the level of competition is mostly determined by the attitude of the so-called 
chief doctors and that’s it, chief doctors who are concerned with the hospital they are working 
in, with the highest level of service or with services which maybe are not needed by the 
population at that level that hospitals are trying to offer…” (Interviewee 3)  
 
 We have not identified hospital management as a group as always having the same attitude to 
competition. Among the respondents included in the research there are both hospital 
executives and representatives of central institutions who think competition has both positive 
and negative effects. Variation in perception depends on belief in the role of competition in 
healthcare or the nature of the healthcare “product” – public good and subject to no 
competition whatsoever, public but subject to competition and private good subject to 
competition on the market. A first group of interviewees consists of those who are against 
competition. They think that healthcare is a public good and competition is likely to make 
things worse. For example, they argue that as a result of competition hospitals fight with one 
another for contracts, medical personnel and patients. Some interviewees are, however, quite 
ambivalent about the mechanism through which competition is likely to make things worse 
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and the specific deteriorations resulting from competition. For example, this interviewee 
seems to believe that competition between corporatized hospitals leads to hospitals “fighting” 
with one another. However, she also believes that competition is “power for development” 
and therefore a good thing: 
 
“I think that in some ways the previous centralized system was better. In a centralized system 
there is not such a big fight between hospitals as it is now. It is said that this is power for 
development, so competition is good.” (Interviewee 12)  
 
As long as healthcare is different from a business market, competition in the hospital sector 
may not work. A middle-ground view sees the corporatized hospital system as a complex 
system that is difficult to control and, as a result, it leads to different effects – some positive 
and others negative. Due to the high degree of autonomy hospitals have developed a certain 
organizational identity that is distinct from that of other hospitals. This means in practice that 
they are interested in developing their own “business”:  
 
“The system has its pros and cons, I cannot say that it’s completely good or completely bad 
[…] Hospitals try very hard to be the best compared to other hospitals and it may sometimes 
be good for the patient. But it all comes with very ridiculous waste of resources in developing 
several health or hospital information systems with wasting medical staff working hours in 
different hospitals so… it’s hard to say if it’s completely black or white but for me it does not 
make much sense…” (Interviewee 3)  
 
There is a third view which sees competition as positive overall. This does not mean that there 
are no issues stemming from hospitals competing with one another, but overall, despite these 
possible issues, the benefits exceed the costs. An important benefit of competition is the drive 
towards quality improvement. In a country once characterized by basic socialist healthcare 
services with little innovation, this benefit should not be underestimated. The competitive 
pressure can be a remedy against organizational sloth:   
 
“If we don’t have competition at all and only one hospital for all patients, then I think the 
quality at least the client quality goes down, so we should have some competition between 
hospitals. But I think that 19 hospitals today are too much. If we look to the future I think that 




“Hospitals are first of all competing for patients; if you want to get more patients you need to 
provide very good services and it means that you must work with the staff, you must have 
qualified staff, you must give them good salaries; you can hire doctors from other hospitals.  
[…] I think competition helps in this respect… I think it leads to better quality in Estonia. I 
would assess it as positive. […] In terms of disadvantages, I can’t say that if a hospital takes 
our patients, that that is a problem; it means that we need to improve…I cannot say that a 
centralized system is better, nowadays medicine is so quickly developing; nobody wants to be 
at the same level of staff; staff want to develop, to do more. If they see something elsewhere 
they want to develop that too. […] I think that competition has been a key element to develop 
quality in Estonian hospitals; I don’t see any major problems with it. From a patient 
perspective, it is also good.” (Interviewee 12) 
 
Furthermore, there is also a sense in which competition makes hospitals more patient-focused. 
It is, nevertheless, debatable if this resembles client-focus in a business sense. It is 
questionable what the implications of patient-focus are, particularly from a clinical 
perspective. Patients may feel better in their interaction with the hospitals but this does not 
necessarily mean that clinically they are better off. With many advanced medical services 
patients are not easily able to assess the clinical quality of their treatment. There is, however, 
considerable evidence that the competitive pressure has at least contributed to a change of 
attitude in how hospitals interact with their patients. Again, this is a novel development in a 
post-communist context – as it is also the case in Romania and elsewhere in the post-socialist 
world. If we compare the current situation with the Soviet system where patients had little say 
and little to choose from, then this change in hospital-patient interaction is a major 
improvement in itself. Therefore it can be considered a major step forward even if clinical 
quality may not have yet improved significantly. Ideally the improvement in patient 
interaction should also lead to improved clinical outcomes, but clinical outcomes depend on 
many other factors including the quality of the treatment. Clinical outcomes matter the most 
ultimately but we can think of patient focus as an important step towards improved outcomes. 
For example, this interviewee specifically stresses this benefit:   
 
“From a patient perspective I think that competition is a good thing. I can choose, I should be 
polite with my client; the patient is the client, it is very important. When I have to do nothing 
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to obtain an agreement or contract I don’t care about that. It helps the organizational 
culture…” (Interviewee 5)  
 
Those interviewees who favor competition are more likely to think in market terms and 
compare the status quo with a situation in which there is no competition. They see monopoly 
in healthcare – the case in which only one hospital in the country provides a certain service – 
to raise a number of problems. These include an increase in prices through price making and 
the lack of a second opinion, which may be important for clinical purposes.  
 
We now turn to the findings on the relation between competition and collaboration. The 
question is, given the competition in the system, do hospitals still work together? If yes, in 
what ways? Does competition crowd out collaboration? There is evidence that 
notwithstanding competition, hospitals do collaborate when need be. This collaboration, 
however, can best be described as purposeful. Hospitals tend to engage in it when they have 
an interest to do so. This is, for example, vividly described in this quote which critically 
assesses the behavior of hospitals:  
 
“Hospitals have their own institution, speaking of networking, and they are coordinating their 
work quite a lot, but they definitely, for example, don’t share the market there. If they want 
something against the doctors or against the health insurance fund, they are cooperating very 
well, but all the other times they think they are on the market.” (Interviewee 13)  
 
This collaboration takes different forms. For instance, hospitals refer patients to other 
hospitals for certain treatments that are not available in-house or purchase services from other 
medical institutions. The hospitals in Tallinn collaborate while still competing at the same 
time. They collaborate in some ways, when need be, but compete in other ways when money 
is at stake. Their natural penchant in Tallinn may be to compete rather than work together, but 
this does not mean they do not work together at all. Hospitals seem to collaborate because 
they have to and not because they want to: 
 
“We are also collaborating; if we don’t have some technical system, we buy certain analyses 
from the North Estonia Regional Hospital, for example. If we don’t have it, our patients go to 
other hospitals and they make that procedure and then patients come back to us. It’s 
collaboration but the problem is for example with MRI; the price of the procedure is so good. 
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So if you talk about collaboration, it’s a problem. For us it is more profitable, it is good for us 
to have MRI on our own and not buy these services from other companies which are acting on 
this market.” (Interviewee 5)  
 
Overall, however, hospitals in Tallinn are perceived to compete rather than collaborate which 
is different from what happens in other parts of the country. This shows that despite the 
corporatized nature of the hospitals and the inclination to compete, hospitals do collaborate:  
 
“There is collaboration in the hospital system. In Estonia there is quite a different picture 
between what is going on in Tallinn and what is going on in other hospitals and I would say 
that cooperation is on the level of clinical pathways, and how doctors have their social ties 
with colleagues from other hospitals concerning treatment and how to move patients from one 
hospital to another… So I would say there are quite a lot of activities which you can say are 
about cooperation.” (Interviewee 3) 
 
Some non-Tallinn hospitals have also experienced a difference compared to the situation right 
after the reform. They are more inclined to collaborate now than was the case at that time. 
Hospitals have been under pressure to increasingly integrate their activities and look to the 
system and less to their own house and there is some evidence that to some extent they have 
followed this direction: 
 
“From our perspective, at the beginning it was like a market and we were competitors, but 
now we cooperate more and more. We have quite a normal working network between the 
hospitals. Big hospitals are trying to connect with small hospitals…these are voluntary 
connections, for instance doctors in big hospitals work partly in smaller hospitals. And from 
now on the connections will start to be official. So we are sitting and talking about how 
patients can have the best treatment. This means that patients don’t have to be treated in my 
hospital, but they have to receive the best treatment.” (Interviewee 7) 
 
Overall assessment of the reform 
 
We specifically gathered evidence on the state of the hospital sector compared with the 
situation before the reform. We were interested in assessing the model of the reform 
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compared to the previous system. We have found that interviewees – regardless of 
institutional affiliation – were overall positive about the reform. This does not mean that they 
thought the current system had arrived to where it should be. Throughout this chapter we 
provide empirical evidence pointing to concerns and problems with the decentralized and 
autonomous hospitals coupled with weak central coordination. Nonetheless, not even a single 
interviewee advanced the idea of going back to the situation before the reform. They have 
clearly experienced improvements in the past ten to 15 years. These improvements have 
included changes in standard measures of efficiency, financial discipline and the sustainability 
of the system considering that no other major organizational change has been adopted since 
the hospital reform. Had the system not worked, major change would have been expected. 
That, however, has not occurred, as the corporatized and decentralized arrangement is still 
operating today, years after the reform: 
 
“Sometimes hospitals behave responsibly but sometimes there are problems. Let’s say that all 
systems have their positive and negative aspects. During these ten years we have 
acknowledged what the negative aspects of this system are. Yes there are, but let’s say that 
the ideal system does not exist…it’s about how do you manage the disadvantages. […] The 
previous state owned and funded system was obviously very inefficient, so this problem we 
have solved if you look at the common efficiency indicators: number of beds, bed occupancy 
rate, average length of stay in hospitals and so on.” (Interviewee 9)  
 
This same theme is also evident in the following assessment based on personal experience 
before and after the reform: 
 
“The tricky thing is that I remember that time when the hospitals belonged to the structure of 
the ministry … and it was a very bad situation because these hospitals had no financial 
discipline because they had no personal financial responsibility. They wasted the entire 
budget they received from the ministry until the summer and then they came to the ministry 
and asked for additional money and there wasn’t any budgetary discipline. I think this is the 
biggest change: that now they are quite autonomous from the ministry and they feel they are 
responsible for all that happens in hospitals. If they were part of the ministry then they would 
not feel any responsibility. It is my personal experience; I had been here already since 1998 
and I saw the end of the ministry hospitals and the start of the new system. For the system this 




What is also evident in these assessments is the perception that giving distinct financial 
responsibilities to hospitals through their own management and supervisory boards improved 
overall financial discipline. There are exceptions, as we document in this chapter, but overall 
the system has not succumbed to financial and fiscal pressure. Financial mismanagement was 
one of the main worries of the promoters of the reform, but so far no hospital has gone 
bankrupt:  
 
“The main worry when we implemented these changes was how well they followed the 
financial rules and how disciplined they were with their budget, but our experience is that we 
follow up their budget situation: how much loans they have and how stable their budget and 
how sustainable they are. That was our main worry. And time and after we had some 
problems with the management of specific hospitals, but if we look at the hospital network as 
a whole there are no big financial problems.” (Interviewee 10) 
 
Politically, the policy position still favors the current model, as clearly expressed by this 
interviewee from the Ministry of Social Affairs:  
 
 “The system based on autonomous hospitals works; we are satisfied and have no plan to 
change it.” (Interviewee 10)  
 
Likewise, other stakeholders see that the problems with the system would not warrant 
fundamental change to the model, for instance centralizing the ownership or changing the 
legal form of hospitals: 
“I think it was the best that could happen; nevertheless, there are many details that could be 
better but the scenario was the best. You can’t make the state so thin that you can only see the 
skin.” (Interviewee 1)  
 
Improving collaboration between hospitals and increasing the level of inputs, especially 
financial resources and medical personnel, can help address some of the problems of the 
system today:  
 
“The system is working well but it can be improved. If we cooperate more now as part of 
these networks it will be better, I hope. Since five years ago when the head of the Tartu 
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University Hospital, Urmas Siigur, said at a conference: stop the fighting and start 
cooperating. The system is working well given the level of inputs. We think that we cannot be 
more effective with the current level of resources. What we are missing is money and doctors 
and nurses. If we don’t put more money into the system and raise salaries our doctors and 
nurses will continue to leave the country...” (Interviewee 7)  
 
This problem with medical and nursing staff leaving the country is itself an effect of 
competition – international competition – because the job market for highly trained 
professionals is international. Strengthening central coordination could be achieved through 
developing and implementing a system of quality indicators. Improving and enforcing 
regulation could resolve the lack of coordination concerning the purchase and use of 
expensive medical equipment. The question remains if changes in this direction would alter 
the model – stronger central coordination is likely to mean less hospital autonomy in practice. 
While there is an inherent trade-off between central coordination and local autonomy, it may 
also be possible to improve central coordination in some sore areas while at the same time 
leaving hospitals the possibility to decide on a range of operational and tactical aspects. This 
means that the reform model could co-exist with stronger central coordination.  
 
Mechanisms and instruments of coordination 
 
The 2001 Health Services Organization Act stipulated the coordination mechanisms at the 
national, local and hospital level. Given the two possible legal forms, hospitals could either be 
“founded” in the case of foundations or “owned” in the case of limited liability companies. 
The Act did not specify one founder or owner for each hospital only – more than one was 
possible. They could be the central government, municipalities, other public legal bodies or a 
combination of these. In this sense Estonian hospitals, though autonomous entities grounded 
in private law, are publicly-owned. All hospitals were required to operate following a 
governance model with both a management and supervisory board. Management boards are 
responsible for daily operations whereas the supervisory boards appoint and supervise the 
management activity, and provide strategic planning. Founders or owners nominate the 
members of the supervisory board which in turn appoint the management board. It is the 
responsibility of the management board to decide on the internal hospital structure, activities 
and processes. Accountability follows the same vertical structure: the management board is 
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accountable to the supervisory board which is in turn accountable to the founders or owners 
(Habicht, Habicht and Jesse, 2011, p. 148). The lines of accountability are designed to ensure 
that hospitals operate in the public interest. The model thus consists of three governance 
layers. However, national actors (i.e. the state) are only part of the structure in those few cases 
in which the central government is a founder or owner. There does not seem to be greater 
competition in hospitals with government representatives in the hospital supervisory boards 
than in hospitals without government representatives in the hospital boards. This may mean, 
as we have seen, that in practice through this model national actors cannot hold supervisory 
and management boards accountable, nor directly coordinate their activity. This is expected to 
fall under the purview of the other owners or founders (i.e. municipalities, the University of 
Tartu) which may or may not share the vision or the interests of national policy makers.  
Hospitals in the Hospital Network Development Plan derive most of their revenue from public 
sources through contracts with the Estonian Health Insurance Fund, which are negotiated by 
the management board. Owners or founders may not have an important role to play in this 
process, nor is there any guarantee that they (or the supervisory board) have the capacity or 
the interest to get involved in the details of this process. The steward of the hospital network 
is the Ministry of Social Affairs and its central agencies, which together are responsible for 
planning, regulation, supervision, and policy development. These various functions, along 
with more specific provisions, are stipulated in the Health Services Organization Act 2001 
with subsequent amendments. The Health Board, a central agency, is expected to play a key 
role in protecting health, enforcement of regulation, and hospital licensing. By law the 
Ministry of Social Affairs is expected to coordinate: 
 
 the requirements for the preparation of reports on health care statistics and economic 
activities in the field of health care, the composition of the data and the submission 
procedure;  
 the functional development plans of hospitals, the approval procedure, medical 
technology and building design documentation;  
 access to healthcare and maintaining waiting lists; 
 quality assurance requirements 
 
The hospitals in the Hospital Network Development Plan – the government network – are 
entitled to preferentially sign contractual agreements with the insurance fund and were 
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included in national development plans for infrastructure renovation and development. The 
different categories reflect the spectrum of medical services that each type is expected to 
provide and the catchment area it is expected to serve. First, North Estonia Medical Center 
and Tartu University Hospital are the two largest medical institutions in the country and each 
covers a population of 500,000. Tartu University Hospital, however, provides a wider range 
of services, including pediatric care whereas the North Estonia Medical Center has a more 
limited coverage. Some specialties are historically covered by the three other main hospitals 
in Tallinn, especially by the West Tallinn and East Tallinn central hospitals (Koppel et al., 
2008, p. 111). This situation sets Tallinn apart from the rest of the country. The Tallinn 
Children Hospital is likewise classified as regional, is smaller in size and provides pediatric 
services for the Northern part of the country. Altogether the three regional hospitals provide 
more than a third of total bed capacity (Habicht, Habicht and Jesse, 2011, p. 146). The plan 
also envisaged four so-called “central hospitals” (two of which are based in the city of 
Tallinn), each serving a catchment area of 200,000 population (Figure 6 below). These are 
different from the three regional hospitals and these “central hospitals” provide 23% of the 
total number of beds. Unlike the regional hospitals, by law these four central hospitals were 
expected to provide primarily secondary care along with a narrower range of tertiary services 
(Figure 6). General hospitals are usually county hospitals with the exception of the counties 
where a regional or central hospital was already envisaged. The general and local hospitals are 
smaller than the rest and in total provide close to a third of the total bed capacity (Habicht, 
Habicht and Jesse, 2011, p. 146). The hospital network is thus an important mechanism of 
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Cases and problems of coordination 
 
 
Coordination of medical personnel: A problem of contradiction 
 
 
In a context of worries about the international mobility of doctors and nurses, an important 
question concerns the response of central government to what has increasingly become a 
crisis of medical personnel. This is a wider concern internationally as professional mobility 
raises questions about who loses and who wins. Within Europe two of the main patterns of 
professional mobility have been from the East to the West and from the South to the North 
(Buchan et al., 2014). There are also major flows from outside of Europe into Europe. Each 
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medical institution in Estonia, by virtue of its autonomous status rooted in private law, is free 
to make decisions on the employment and remuneration of medical personnel. There is the 
provision that each category of medical personnel needs to register according to specific 
criteria and there are minimum salary requirements as well as the regulation on the maximum 
number of hours per week. To respond to international mobility, especially to Finland, the 
aging of the medical staff and internal mobility from rural areas to the cities, the Ministry of 
Social Affairs has taken a number of initiatives. These, however, have only enjoyed partial 
success and concerns remain about the shortage of medical personnel, especially in small 
localities. First, the Ministry of Social Affairs initiated a program and created incentives for 
young doctors to work in small hospitals but according to official data this program has yet to 
have an impact in practice. So far few doctors have applied to join the program but it is hoped 
that in the coming years young doctors will find the program more appealing. Second, health 
policy makers have increased the number of medical and nursing students but this is 
considered insufficient to cover the expected need for medical personnel and the number will 
need to continue to increase. The challenge, however, is that this falls under the competence 
of the Ministry of Education and decisions on the number of students need to be made by the 
state. These need to reflect the priorities of the state policy and the constraints of the state 
budget. The higher education financing system has changed and universities receive a lump 
sum depending on the number of students, but it does not differentiate between types of 
education. Since medical studies are among the most expensive, universities have a negative 
incentive to admit and educate medical doctors. This, in fact, is an example of contradiction 
and lack of coordination in government policy. One interviewee from the Ministry of Social 
Affairs, for example, has voiced this concern in the following way and set the problem in a 
broad context:  
 
“I think we should go further, we should increase the number of young doctors in universities 
and of course nurses, but it’s a big, big debate with the Ministry of Education because the 
Ministry of Education has changed the financing system of higher education institutions just 
this year. Before it was a bit easier because then the Ministry of Education defined exactly in 
the contract with universities… but starting this year they give lump sums to universities… 
and universities can decide what type of students they admit. We managed to get into 
university contracts with universities teaching doctors and now we want to increase this 
number but I am not very sure that the Ministry of Education is happy about it. […] 
(Interviewee 15)  
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The stock of medical doctors trained in Estonia who practice their profession in the EU15 
increased considerably since the accession to the EU which facilitated the international 
movement of health professionals. Available statistics indicate that in 2003, 30 medical 
doctors worked in the EU15 compared to 175 in 2005 – almost a six time increase (Buchan et 
al., 2014, p. 73). Most of the doctors preferred Finland (94 doctors) followed by the UK (45) 
and Germany (27). Though less significant in absolute terms than in other new EU member 
states, such as Poland, Romania or Bulgaria, this outflow of medical personnel puts strain on 
the limited resources of a small country as Estonia. Small fluctuations can make a big impact. 
Estonian health professionals choose Finland as a result of better salary and work conditions, 
active recruitment policies, similar languages, geographical and cultural proximity and close 
ties between medical institutions in the two countries (Buchan et al., 2014, p. 78). 
Interviewees perceive that the Ministry of Social Affairs is taking action, but they 
acknowledge that so far it has only been effective in part: 
 
 “Central policy institutions should understand that they are the only body able to regulate the 
number of doctors working in Estonia […]. Publicly it’s already some months or a year that 
we know that the number of admissions for medical faculty is growing. Maybe it’s late but at 
least they have been reacting.” (Interviewee 3)  
 
“There should be more central coordination of medical personnel and the number of medical 
students should increase, but the Ministry of Education says that Estonia is producing doctors 
for Europe. There should be some regulation saying that they must work a number of years in 
Estonia or some other kind of arrangement but at least in part they should be encouraged to 
work at home. We as a hospital in a big city don’t have problems with medical staff 
shortage.” (Interviewee 5)  
 
The movement within the country also takes the form of sectorial mobility between the 
hospitals in the government network and private medical centers. Due to higher co-payments 
in private centers, and possible higher income, doctors can decide to work, for instance, only 
half time in a hospital and the other half in a private institution putting pressure on the 
publicly-owned system and raising concerns about waiting times, accessibility as well as 





Coordination of the hospital network 
 
Restructuring the ten-year old hospital network has received increasing attention in the past 
years in the face of socio-demographic change. The purchase of expensive medical equipment 
has convinced some that the hospital sector in Estonia needs a new hospital structure. We 
discuss the approach taken by the Ministry of Social Affairs to coordinate the hospital 
network and look at stakeholder perceptions concerning the purchase of expensive medical 
equipment. The Ministry of Social Affairs has thus far only indirectly and timidly attempted 
to make changes to the hospital network. This is contrasted with the strong position central 
policy makers took when implementing the hospital reform in the early 2000s. The Ministry 
of Social Affairs has preferred to postpone radical change and convene discussions rather than 
take action:  
 
“The Ministry is just whispering to hospitals and to supervisory boards: you should discuss it 
and that’s all.” (Interviewee 15) 
 
“The hospital system is quite static; we hear different thoughts from the Ministry about how 
to develop it, about how many hospitals Estonia really needs, but where decisions are I don’t 
know. It has been five years or more since these have started. […] The impact should be 
clearer or maybe I will use the word aggressive.” (Interviewee 5)  
 
What is interesting is that this view is shared by different stakeholders: hospital management, 
the insurance fund, the audit office and representatives of the Ministry of Social Affairs itself. 
The Ministry has developed and discussed ideas to improve the configuration of the hospital 
network, but these are perceived to lack real action. In reality little has changed. This 
hesitation is effectively captured by this quote stemming from a representative of the Ministry 
of Social Affairs itself:  
 
“Hospital reform is not completely finished, it is not midway, it is actually more than midway, 
but there are some issues which were not done and, yes, the Ministry has changed its mind 
and decided that we don’t finish the reform as it was intended exactly. It concerns two more 
hospitals to turn into local hospitals and so on and actually we started two years ago an 
attempt to do it some other way. All medical specialties had to rewrite their development 
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plans and all specialties had to define which kind of services they want to keep in county 
levels and which ones in tertiary level or central hospital level.” (Interviewee 15)  
 
One main idea has been to support administrative mergers hoping that hospitals themselves 
will decide what service ought to be provided and where. It is hoped that in this way hospitals 
will be easier to coordinate. Presumably if the network includes fewer administrative entities 
they will function more as a network and this network would be easier to govern than it is the 
case today. As far as central coordination is concerned, this comes as a surprise if we consider 
the small size of the hospital system in Estonia – only 19 publicly-owned hospitals. One 
representative of the Ministry of Social Affairs has explained this plan in this way:  
 
“What we see is that we want to reduce the number of hospitals; it is now in works, we try to 
merge hospitals. It’s easier to manage the system if we have fewer hospitals. We try to merge 
the hospitals to have less management; we don’t deal with human resources, finance, and 
service organization. Now we are just trying to merge hospitals to have less management to 
which we give very direct rules and guidelines with what we are expecting from them: which 
kind of services at which quality level. This is the main idea of what we are now doing and 
trying to implement in our system…but we have no idea to take over some hospitals from the 
municipalities or change our foundation system.” (Interviewee 10) 
 
 
Duplication: A coordination problem or an administrative glitch? 
 
Duplication, a situation in which two or more hospitals provide services that could be 
provided more efficiently and effectively in fewer places, is related to the current 
configuration of the acute care hospital network. Interviewees agree that the 19 acute care 
hospitals included in the Hospital Network Development Plan are too many for the current 
and future needs of the nation. The hospital network emerged more than 10 years ago and it 
was a product of much political compromising. Faced with a declining population, changing 
demographics and mobility inside the country, the number of small hospitals is considered 
unrealistic. The same is the case for the situation in Tallinn where there are major concerns 
with duplication and divergence. The underlying ideas are converging towards re-
organization, integration and the creation of networks locally between central and regional 
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hospitals, on the one hand, and the general and local hospitals, on the other hand. For 
example, an interviewee from the Ministry of Social Affairs has phrased these ideas in this 
way:  
 
“This is one way to reorganize: to make hospital networks and then if they have the same 
management they define the same aims and purposes for these organizations. In these hospital 
networks they discuss and agree which services and in which places to provide the services in 
the network. We have very clear plan: we have now seven big hospitals (regional and central) 
but overall we have 19 hospitals in the government hospital network, and we want to reduce 
from 19 to at least seven. The phase of the project has advanced in some cases like the case of 
Tartu University Hospital and South Estonia Hospital; they are now preparing for the 
merger.” (Interviewee 10)  
 
We see thus that policy makers’ aim, in a first phase, is to reduce the number of legal entities 
through administrative mergers. This is also expected to involve physical mergers and a 
reduction in the number of hospital facilities located in different places. It is assumed that this 
approach is more managerially and politically feasible than closing down or substantially 
changing the status quo by means of a central policy decision. This is not a phenomenon that 
is unique to Estonia. It is politically difficult to close down hospitals, but ultimately the same 
purpose can be obtained but through a different, and less politically-costly means. The first 
step is to merge legal entities, but later on the management of those legal entities, under cost 
pressure, finds it necessary to close or greatly diminish actual sites – because multiple sites 
cost more money.  It is the politics of the trajectory that causes the authorities to move in 
incremental steps rather than just doing what is obviously rational to most hospital planners.  
Though the hospitals included in the government plan are targeted as a whole there is no 
evidence indicating that duplication is a systemic problem. It does not concern all hospitals, 
medical specialties and types of procedures. The evidence collected indicates that there is a 
concern in the case of expensive medical equipment and procedures such as MRI and high-
level services, but less so in the case of common hospital care. For example this interviewee 
stresses this point and provides insights into the issues at stake: 
 
“On the one hand this is related to this big number of small hospitals; we cannot say that this 
happens in all hospitals and for all services. This happens more in the case of high-profile 
services…the incentive is very clear: doctors are interested in doing something interesting and 
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the problem is that Estonia is a small country and there are only a few interesting places. 
Hospitals want to have good doctors so I think hospitals very much compete for good doctors 
and to be attractive for the doctors you have to enable the doctors to innovate their services. 
So it very much generates ineffective care organization. If it’s a very narrow service then it’s 
up to hospital management to decide and invest. We as a health insurance fund cannot say: 
no, you’re not allowed to because there is no commission supervising this certification in 
Estonia. So it exists; it definitely happens.” (Interviewee 8)  
 
There is agreement, both among the management of hospitals in Tallinn, and hospitals 
elsewhere in the country, that Tallinn again constitutes a special case. The current 
configuration of Tallinn hospitals is prone to duplication. This is especially so in the case of 
the two central, limited-liability hospitals, East Tallinn and West Tallinn. A National Audit 
Office report concluded that the hospital network is too big and unsustainable given the 
resources that the state can afford to spend on healthcare. The report criticized the lack of 
political leadership and held the Ministry of Social Affairs responsible for “damaging the 
interests of the state and hospital managers” (National Audit Office of Estonia, 2010). 
Moreover, improving governance and strengthening performance through better resource 
allocation and purchasing were two of the four main recommendations of a World Health 
Organization study assessing the financial sustainability of the healthcare system (World 
Health Organization, 2010; 2011). The report challenged decision makers to take action and 
improve the financial sustainability of the system as a whole.  
 
 
Coordination of expensive medical equipment in the face of divergence: The case of East 
Tallinn Central Hospital 
 
The purchase of expensive medical equipment in Estonia lacks effective central coordination. 
Hospitals can decide what equipment to purchase and no approval is needed as long as the 
device meets international quality standards. The insurance fund regulates the number of 
cases and the average price per case, but not the type of equipment that hospitals ought to 
purchase. The existing hospital plan is supposed to regulate what services each type of 




“The state cannot decide if hospitals should buy equipment or not. There is no regulation, no 
policy, the equipment just needs to meet EU requirements and that’s all […] Personally I 
think we should have some kind of policy and influence but the Ministry of Social Affairs 
thinks we have freedom, everybody can decide and make reasonable decisions and if it’s 
calculated as a reasonable decision then it’s their responsibility to decide and so on…” 
(Interviewee 15) 
 
Using the typology of coordination problems introduced earlier we show that the purchase of 
expensive medical equipment is characterized by divergence – decision and action taken by a 
hospital or group of hospitals that affects the system of hospitals as a whole. Unlike 
duplication, divergence is more specific and case centered. The most salient example of 
divergence is the case of East Tallinn Central Hospital Ltd (henceforth East Tallinn). We 
show how decisions made by the leadership of East Tallinn have resisted central coordination. 
The effects of these decisions on the system are analyzed in the following section. East 
Tallinn is one of the two central hospitals in Tallinn, legally a limited liability company, and 
is owned by the city of Tallinn. It is thus a decentralized and autonomous entity and one of the 
19 acute hospitals included in the Hospital Network Development Plan. According to its 
status of central hospital, East Tallinn can provide and be reimbursed by the insurance fund 
for a wide range of services, but unlike regional hospitals it may not offer tertiary cancer 
treatment. The two cancer centers in Estonia recognized by the government are Tartu 
University Hospital and North Estonia Regional Hospital in Tallinn, and it is only these two 
medical centers that are supposed to provide chemotherapy and radiotherapy. Central 
hospitals may provide some oncological services, but not chemotherapy and radiotherapy. 
Despite the regulation, East Tallinn decided to borrow money and purchase expensive 
medical equipment in order to start providing these services and boasts being a center of 
oncology. Cancer treatment was implemented in 2007 and 3,000 patients are treated annually 
in the center (East Tallinn, 2014). The hospital actively promotes its cancer center:  
 
“At East-Tallinn Central Hospital we are treating all types of tumors, except hematological 
malignancies. The Center of Oncology offers modern and complex care for cancer patients 
with different treatment options at outpatient’s clinic, daycare clinic and inpatient 




The cancer center specifically states that treatment methods may consist of chemotherapy, 
including “severe complications of chemotherapy in the inpatient department”, oncological 
surgery or radiation oncology. However, the health insurance fund, by law, may only 
purchase these services from the two recognized cancer centers and this has led to tension and 
lobbying in the system as well as financial risk, as this interviewee emphasized:  
 
“This year we are very carefully looking and following what happens with the financial status 
of one big Tallinn hospital. There are some problems there but we know that the supervisory 
board had setup very strict financial rules in this hospital and they try to minimize their loans 
and other financial responsibilities.” (Interviewee 10)  
 
Despite this financial monitoring, East Tallinn eschewed coordination and the reaction of 
central authorities has proved insufficient thus far. There are voices which claimed that East 
Tallinn does not comply with existing regulation in other respects also such as organizing 
public tendering. This quote vividly depicts how some interviewees perceive this hospital: 
 
“I think that managers…it’s like an effort to be the best and get the most of the market but I 
still think that they are well aware of what they are providing; that they are providing a public 
good; that they are the providers and that healthcare and the patients are the most important. I 
think that for the East Tallinn Hospital it is totally different… I don’t know what is going on 
there. For example, years ago they had an audit for public tendering… The law says that 
hospitals have to do the tendering as well, but East Tallinn doesn’t do the public tendering 
because they are not providing public goods. […] All the other hospitals are doing the public 
tendering and we know. I think this is a unique problem in this sense, but I think in other 
hospitals they might show a higher cost than the real cost, but I don’t have the evidence.” 
(Interviewee 13) 
 
Omission to provide a service due to lack of coordination between hospitals is not a concern 
in the case of Estonia. There are medical treatments that are unavailable in Estonia but this 
situation is not due to lack of coordination, but to absence of the service, lack of proper 
medical devices or the needed competence. In these cases patients are referred to treatment 
abroad, especially in Finland. Not only is omission not a problem, but it is sometimes 
desirable for a healthcare system not to provide every service for both economic and clinical 
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reasons. It may not be safe to provide some services since the level of quality would not 
warrant it: 
 
“We have some gaps, i.e. lack of services that are not done in Estonia but this is normal. From 
a patient safety and efficiency perspective I think it is good that we are not doing everything, 
but from the perspective of doctors they want to do something or learn; this is not good.” 
(Interviewee 14)  
 
“I don’t think that anything remains undone due to lack of coordination…There are some 
specific cases when we send patients abroad but these are not due to lack of coordination but 
to common sense.” (Interviewee 1)  
 
There is no clear evidence pointing to omission as a coordination problem. Therefore based 
on the data collected we can conclude that omission to provide a certain treatment or service, 






In this section we return to the theoretical propositions introduced in Chapter 3. We seek to 
explain the empirical findings in light of the propositions derived from principal-agent theory 
and sociological institutionalism. We take each proposition in turn and confront it with the 
empirical evidence gathered in the course of the research. We begin with the propositions 
derived from principal-agent theory and continue with the role of hospital system culture. 
 
Positive and negative incentives 
 
Proposition 1: Positive incentives designed by central institutions with a coordinating role 




Proposition 2: Negative incentives (or sanctions) designed by central institutions with a 
coordinating role enable hospital system coordination 
 
Principal-agent theory posits that the principal can make use of positive incentives, such as for 
example financial stimuli, or negative incentives, such as various types of punishment, to 
coordinate the behavior of the agents. The theory postulates that these incentives are 
effectively aligning the agents’ behavior according to the interests of the principal. For our 
purposes this means that the coordinating agencies effectively employ incentives for the 
purpose of improving coordination and addressing coordination problems. This research 
found that positive financial incentives embedded in the current financing system are 
instrumental to hospital decision making. However, they are ineffective in addressing the 
coordination problems identified in this research. They may well serve other purposes but 
they do not address the re-organization of the hospital network and the purchase of expensive 
medical equipment. Therefore the positive financial incentives are not effective instruments to 
deal with duplication and divergence. In the case of Estonia, the health insurance fund signs 
contracts with each hospital and it prioritizes the purchase of services from the 19 hospitals 
included in the government network. Contracts are capped in the sense that the insurance fund 
only purchases a pre-defined number of cases for a certain average price each. This leads to a 
capped budget consisting of the number of cases and the average price per case. Hospitals 
may decide to treat more cases than budgeted but they are not reimbursed for those extra 
cases. If there is a need to treat more cases and no money or personnel are available from 
other sources, then hospitals need to put patients on the waiting list. Contract volumes are 
agreed with each provider starting from the standard contract conditions which apply to all 
providers. The financial appendices to the contracts are agreed every year between the 
insurance fund and the management of each hospital. The price lists are a result of 
negotiations between hospitals, the insurance fund and medical specialties which, as we 
discovered, can have an important influence in the process. Some specialties – most notably 
oncology and radiology – have managed to negotiate advantageous prices for hospitals 
providing services in those specialties more than in other specialties. This gives hospitals a 
bigger margin over their costs and as a result they have been incentivized to develop services 
in those generously-priced specialties. The positive financial incentives have played an 
important role in decisions concerning the purchase of expensive medical equipment, as in the 




“The prices are done by the health insurance fund together with hospitals and specialties. 
They are negotiated twice. It means that it very much depends on the activity of the people in 
the specialty unions and usually they are coming from big hospitals, from Tallinn or Tartu, 
and of course they want equipment and then they describe how it looks like, what has to be 
done… It means they actually have very big impact to advise the health insurance fund […] It 
happened that all radiology, oncology are very beneficial to do because they have very good 
prices […]. The people in these specialty unions managed to negotiate it better, to explain 
better why everything has to be inside this average price.” (Interviewee 15) 
 
The capped budget is a means through which the insurance fund attempts to control costs and 
protect the financial sustainability of the system and there is evidence that this has proven 
effective in this sense:  
 
“We have strongly capped budgets; it is hard to explain to our Finnish friends how we are 
running this hospital… You need to keep within the budgeted amount, so if you as a hospital 
are running out of money by October it’s your problem… You will not be reimbursed if you 
produce more cases. It does create a problem because every year we have more cases but on 
the other hand with limited resources it is the only way... we as a multi-profile hospital need 
to provide everything whereas other smaller units and hospitals can choose what to provide.” 
(Interviewee 1)  
 
Hospital managers experience this coordination tool through the pricing system the most and 
they wish that the financing tools were clearer and financial incentives less influential. Some 
perceive a lack of fairness and transparency concerning the major differences in the pricing 
system between different specialties: 
 
“The biggest problem is that for some specialties and procedures, e.g. radiology, MRI, the 
prices are very good. These medical specialties have a very big influence in negotiating all 
those prices. They have a stronger voice, better connections; that’s the explanation for these 
price differences. It’s sad to say but it’s true. That’s why I say that clarity is very important. 
There are specialties that are very well priced and specialties where we are losing money, for 
example intensive care. We are losing money; every patient is non-profitable if I can say like 
this. This is more a managerial problem than a medical one... This pricing has incentives for 
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doctors to open private practices in those areas or in the case of hospitals to offer treatments 
that are well priced compared to those that are not so well priced.” (Interviewee 5) 
 
A second main thread concerns the focus on hospital autonomy, or in the words of many 
interviewees, hospital responsibility. This includes finance, but goes beyond it and 
encompasses an emphasis on hospital identity and a new attitude of “seeking out” and 
engaging with patients. This has taken different forms, and not all are perceived positively. In 
becoming more financially disciplined, hospitals have also become more financially interested 
than before. If they see themselves as possessing a certain identity, then it is not surprising 
that they want to promote and develop that identity further. One hospital manager explained 
the thinking – and doing – behind this new organizational identity:  
 
“We know that through the financial incentives a lot of things can be changed from the health 
insurance fund first and then from hospital managers. Now we are all the time thinking: how 
this policy, what kind of motivation it offers; what kind of cases we can do more. This I think 
is a major change compared to the previous system and also clients or patients are important; 
if you don’t have patients you can’t sell the cases to the health insurance. […] The main 
change is that now we are more client-oriented than it was in the Soviet period… A possible 
side effect is that sometimes we want to make more investigations because there is motivation 
for that. We know that money comes through patients not through asking politicians.” 
(Interviewee 2) 
 
What this research shows is that positive financial incentives influence hospital behavior 
along with the status of hospitals as self-managed organizations operating under private law. 
The reform fostered the interest and pursuit of the financial stimuli and has made central 
coordination more difficult than before. However, there is no convincing evidence to support 
the proposition that the use of incentives – whether positive or negative – enable hospital 
system coordination. Negative incentives (sanctions or penalties) have not yet been applied in 
those cases where divergent hospital behavior might have warranted their application. As 
shown in this chapter, the weakness of the state institutions, coupled with a high degree of 






Information asymmetry and imperfect monitoring 
 
Proposition 3: Information asymmetry and imperfect monitoring hinder central hospital 
system coordination 
 
Principal-agent theory further postulates that information asymmetry between the principal 
and the agent along with imperfect monitoring of the agent hinder coordination. The principal 
does not have enough information, or the quality of the information is inadequate, to monitor 
the agent’s behavior. Moreover, the tools that the principal uses to monitor the activity of the 
agent are inadequate and ineffective. In the case of hospital coordination in Estonia, we 
suggest that information asymmetry plays a minor role. The issue, we suggest, is not the lack 
of information about the problems of coordination but the political will of the principal to 
enact coordination. For example, policy makers are well familiar with the divergent behavior 
of East Tallinn Central. Moreover, they are also well aware of the duplication in the system 
and the need for re-organization of the hospital network. What is missing is the goodwill and 
political ability to act on these realizations. Information asymmetry would postulate that it is 
precisely the lack of information that prevents the principal from enacting coordination 
whereas our research suggests that this is not the case. Reliable information on the quality of 
hospital care is scarce, as shown below, but it is still questionable if the lack of reliable 
information on quality hinders coordination. The central government may possess adequate 
information on service quality, but the fact of having that information does not suffice to 
improve coordination of the quality of care. Having the needed information, important though 
it is, does not guarantee decision making that reflects that information. It is not enough for 
decision makers to know what decision to make – they also need to be able and willing to 
make that decision. The Ministry of Social Affairs is bound to “stick to the law” – it can only 
coordinate the activity of hospitals on the basis of the existing legislation, which needs to be 
changed should the Ministry of Social Affairs wish to strengthen its coordination. This is, 
however, static as the legislation can neither easily nor rapidly be changed. At the same time, 
the nature of the reform model allowed hospitals significant decision-making authority within 
the financial and structural framework. This was helpfully captured in the interviews with 




 “We can govern hospitals through legal acts; if we want to change something we have to do 
it through laws. Another tool is that some hospitals are partly state foundations, so founded in 
part by the state as well as by municipalities and other institutions as in the case of Tartu 
whereas the North Estonia Hospital is a 100% state foundation…so we can also govern them 
through the supervisory boards because we have our representatives there. But to change 
something we have to change the rules which are in legal acts and we cannot tell them to do 
that or to not do that; to not develop these services. If it isn’t in legal acts then it doesn’t mean 
anything. […] It is quite tricky and difficult to govern in this way; it is quite difficult in some 
situations; everything has to be written in the legal acts…” (Interviewee 9)  
 
The health insurance fund, on the other hand, though a key player in the system is not a policy 
institution and hence its primary role is not to coordinate the provision of healthcare. This is 
where the conundrum lies: the Ministry of Social Affairs has the policy, but does not have the 
real power; the insurance fund has the power but does not have the policy. The health 
insurance fund is an independent agency with its own supervisory and management boards. It 
is not a policy institution, but it has the minister of social affairs as chair of the supervisory 
board. There is evidence, however, suggesting that the Ministry of Social Affairs and the 
insurance fund coordinate their activities and agree on strategic matters such as the annual 
budget or the importance of quality assessment – a growing interest in Estonia as in other 
countries. This means that although not a policy institution, the fund can have an important 
say in major policy decisions. It is debatable, however, what kind and how much of an 
influence the insurance fund actually has:  
 
“The insurance fund can’t coordinate the hospitals; it has no right to do this. They have to 
manage themselves – this is official, but since the insurance fund is the single purchaser, it 
coordinates hospitals anyhow. I am not sure how soft this is, but it is in a non-direct way.” 
(Interviewee 14)  
 
“The Ministry of Social Affairs has weakened its position during the years and has become 
weaker and weaker and the hospitals are growing stronger and I think the health insurance 
fund is in a bad position in the sense that if they had a lot of money they would be king of 
course but as they have limited resources and are really struggling, they keep the status quo, 
nothing changes… so we can manage until the next year. That has weakened its position and 
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it can’t really make decisions anymore. If we look, for example, at the list of services and how 
it has changed, nothing has changed for years in inpatient care.” (Interviewee 13) 
 
Though this above statement is more extreme than most other evidence found, it does align 
with the well-documented idea that central coordination is yet to be strengthened and 
improved. The interest in the governance of quality, both in the Ministry of Social Affairs and 
in the health insurance fund, has grown but the use of performance information for 
coordination purposes is still in its infancy and has been rather passive up to this moment. For 
example, one representative of the insurance fund argued:  
 
“Hospitals are independent and they know this very well and the Ministry and under the 
Ministry the partners are not strong enough to put something into law; the only one who has 
some kind of power is the health insurance fund. We don’t have official power, however, and 
in my opinion we are formally quite weak, but now we are discussing with our people from 
the law department if we can put in contracts requirements about what hospitals should do. 
And now we are renewing the contracts but the quality part; our new chairman thinks that the 
quality topic is very important so he wants to put it in contracts; much stronger and clearer 
conditions about quality. But our law people say that this is not possible because there is 
nothing about this in our law… currently what is in the law is that hospitals must do their 
best, not in specific ways.” (Interviewee 14)  
 
In the context of managing quality, ensuring a proper volume of service is seen as important 
but in a country as small as Estonia it is difficult to ensure the right volume. From a policy 
perspective it is challenging to manage quality in this context: if some services are no longer 
accepted or financed in Estonia then doctors are likely to leave the country where they can 
perform their specialty and it thus creates a vicious circle especially in a context when there is 
a shortage of medical personnel. Managing quality becomes part of the problem rather than 
the solution. One of the functions of the health insurance fund is to “examine the quality and 
necessity of services partially or fully compensated by the insurance fund” (Estonian Health 
Insurance Fund, 2014). Policy makers recognize that quality management is still weak:  
 
“Our task in the future is to work out more standards and guidelines for hospitals; we think 
they know what we want to do, but we need to put in written form what our expectations 
are… for example how to assess quality, what quality indicators to use to assess their own 
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work and to compare different hospitals. This is the main need: to compare and to try to 
standardize quality…I see a very big role for the Ministry to coordinate; it is one weak point 
in our system…” (Interviewee 10) 
 
If coordination problems have indeed been problematic then it can be expected that they have 
led to certain negative effects. We have openly asked interviewees about what impacts they 
have perceived as a result of poor central coordination and specifically asked for evidence that 
could substantiate their claims. Opinions vary among both policy makers and hospital 
management boards. There are some who consider that the efficiency, financial sustainability 
and quality of hospital care depend on dealing with these problems. For example, this quote 
explains how in a hospital system characterized by competition, the purchase of expensive 
medical equipment that remains under-used can affect both the financial situation of the 
hospital and the quality of treatment and patient safety:  
 
“There are certain requirements which are regulated by the Ministry of Social Affairs. I think 
this is very important, but what happens inside this regulation is of course very much about 
how all these autonomous hospitals act and what they start to do, so theoretically the situation 
is that if they are autonomous they should act like a private company and make economically 
wise decisions. […] There is requirement about what they have to provide but…in real life it 
might not go in that way because to provide the minimum level they need doctors but to keep 
doctors you need to be able to expand your package of services, so it’s difficult.” (Interviewee 
8)  
 
Concerns about patient safety and quality are also mirrored by this interviewee who, from the 
position of the health insurance fund, has experienced the challenge of purchasing services 
from hospitals that are licensed to perform a certain procedure although the quality may be 
lower than in other hospitals:  
 
“The insurance fund, we understand this but the law obligates us because they have license 
and so we have to buy also from them. […] I think this is very important because it’s about 
resources and patient safety. Let’s talk about hip replacement: all these three hospitals provide 
this procedure. So if there is a decision by one doctor not to operate a patient, the patient can 
go to another hospital and may receive the operation there though it may not be wise to have 
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the operation. If there is variation in treatment and lack of understanding; sometimes if you 
pay you can go faster. So this is definitely a problem.” (Interviewee 14)  
 
Speaking of effects, one interviewee discusses the case of East Tallinn Hospital and sees no 
positive effects of having a third oncology center and is concerned about quality and the 
efficient use of resources in the Tallinn catchment area:  
 
“The effects are many. First, on the workforce, the two oncology centers have agreed about 
salary levels but if a third one comes in it may disrupt the existing agreements given that there 
are not so many oncologists in Estonia. A second effect concerns the purchase of expensive 
medical equipment and a possible effect on quality if the third hospital does not have all the 
necessary qualifications and does not use needed protocols. […] I don’t see almost any 
positive effects because one explanation could be that we bring the services closer to the 
patient geographically but in the same case when these two parties are in the same city 
competing, it is nonsense.” (Interviewee 1) 
 
Nonetheless, there are other respondents who think that these are concerns that need to be 
addressed, but are “normal” administrative glitches that may create or reinforce inefficiency, 
but do not threaten the quality of care and the financial sustainability of the system. Other 
factors, they believe, are more problematic than these organizational problems of 
coordination. Speaking from a central policy role, this quote usefully reflects the policy 
conundrum in dealing with duplication and divergent hospital behavior:  
 
“I can’t say that this is the biggest problem, but sometimes it appears and we discuss it and 
ask our partners to go and discuss and try to find good solutions and make agreements not to 
develop these services… so we have to find the proper balance between access and 
economically-efficient use of resources. To assess this you can look at the numbers compared 
to other OECD countries and sometimes it’s also a legend about every hospital buying very 
expensive and not necessary equipment; I think in some sense it’s overestimated, I think. 
Since we are a little nation perhaps economic efficiency is not the most important thing 
maybe. But in some very expensive cases it’s a good idea to keep this idea of competence 
center and in two places sometimes it’s already too much. Experts coming from outside say 
that you only need one large hospital and that’s all, but inside Estonia the picture is a little bit 
different if you live here.” (Interviewee 9) 
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Perceptions differ but we have found little evidence on the negative effects of problems of 
coordination. These problems are generally perceived negatively but there is variation in how 
serious they are thought to be in reality. Some have also questioned whether reducing 
duplication is always a desirable goal. In some cases it may be important to have different 
medical centers providing the same type of service in order to allow the option of a second 
opinion, if need be. In this sense it can be argued that patient choice is equally important. It 
brings into discussion the many competing values that need to be considered and balances that 
need to be weighed. Having more of one value may involve having less of an equally 
important one. This arrangement may also improve accountability as professionals in different 
institutions could hold each other accountable for the quality of healthcare. These 
considerations, however, need to be balanced with the size and changing demographics of 
Estonia as well as with ensuring a certain volume of service that is deemed essential for 
patient quality and safety purposes.  
 
 
Conflicting interests and the hospital system culture: where politics, the elite medical 
profession and management meet 
 
 
Proposition 4: Conflicting interests and goals between principals and agents hinder central 
hospital system coordination 
 
The propositions related to the hospital system culture introduced in Chapter 3 are as follows: 
 
1) The interaction between health policy makers, medical profession, hospital 
management and patients influences central coordination of public hospitals 
2) Mutual trust between health policy makers, medical profession, hospital management 
and patients is helpful to central coordination of public hospitals 
3) Stakeholder compliance with ethical standards affects central public hospital 
coordination. Usually high levels of compliance with declared standards will assist in 
the implementation of official attempts at coordination 
4) Hospital system culture is one reason for the differences in coordination across the 




A fourth proposition of principal-agent theory concerns conflicting interests and goals 
between the principal and the agent. If the interests and goals of the agents are different from 
those of the principal, then it will be difficult for the principal to determine the agents to act 
on his behalf. In the case of hospital coordination, it is expected that differing interests and 
goals will hinder coordination. The hospital system culture, derived from sociological 
institutionalism, suggests that cultural factors would affect coordination – either by 
facilitating or hindering it. The Hospital Association groups together the acute care hospitals 
included in the Hospital Network Development Plan and a few other private clinics. Hospital 
managers play a key role in this association as representatives of their hospitals. This in 
theory should be a means through which collaboration can be fostered, but there are mixed 
views whether this in fact works in practice. There is evidence that it works for some purposes 
but not for others. For instance, the Hospital Association has been successful in negotiating 
the minimum salary as well as in carrying out negotiations with the health insurance fund 
concerning the standard contract conditions, but it has failed to come up with one voice on 
issues concerning the re-organization of the hospital network and service provision:  
 
“We have this hospital association but there are different groups within it, and I think that we 
have strong competition between hospitals: competition for patients, for doctors, nurses…I 
think that from some points of view this is good, but only for some level of competition. If we 
don’t have the possibility to agree in most of the issues, then it’s not good. Here should come 
the role of the Ministry. One example is oncological services: at the moment we have three 
oncological centers but in a normal European regional hospital they have patient capacity 
around 2 million patients, but we have right now only 1.3 million people. If regulations 
worked well then we could do good cooperation. I think it’s not economical; it’s not good for 
professionals because we don’t have patients for everybody to do.” (Interviewee 4)  
 
The decision to maintain the status quo, however, has been political and there has not been 
enough political will to change what is considered as needing change:  
 
“Tallinn hospitals could be reorganized, for instance one hospital has buildings in different 
places, which is not efficient… We have the same owner so it should be easy but the decision 
is political and does not concern efficiency. Politicians have connections – doctors, managers 
– and they may say to keep them separately and they will get votes in exchange. It’s sad but 




We thus clearly see at play the interaction between three of the four key stakeholders (politics, 
the medical profession and hospital management) and the mechanism through which the 
result of this interaction hinders central coordination. Local politicians collaborate with key 
hospital stakeholders to preserve the status quo and resist initiatives from the center to 
consolidate the public hospital network. Patients appear to play a minor role as an active and 
organized stakeholder in this interaction which has implications not only on the organization 
of hospital services, but also on service delivery and patient treatment. This is a weak element 
of the Estonian hospital culture.  
 
An alternative idea explaining the effectiveness of central coordination is that insufficient 
administrative capacity hinders central coordination – not the political will. For example this 
idea is reflected in this following quote which captures the perspective of the Ministry of 
Social Affairs:  
 
“I don’t know; our state structure is not so big. Estonia is a small country and we have a 
shortage of personnel everywhere, and we have to be quite rational about our work: what we 
do and how we do it, but today we have to consider that our population has learned what 
democracy is and how to use it and how to take part in making decisions and we have to 
involve all our partners for all decisions and it makes processes slow and also needs more 
human resources from our side and therefore during the 1990s it was possible to make the 
legal acts and develop the plan quite quickly. Now we have to consider that it takes time; 
some decisions need years to work out good solutions and regulate.” (Interviewee 9)  
 
Although adequate administrative capacity is an important ingredient of effective 
coordination in any hospital and administrative system, we argue that hospital coordination in 
Estonia is primarily hindered by lack of political will. The structural and financial frameworks 
are in place but decisions to renew the existing frameworks, though well-motivated 
economically and medically, have been postponed. Furthermore, the society as a whole has 
changed compared to 15 years ago when the hospital reform was implemented. At that time a 
small group of enthusiastic reformers were able to push reform forward more easily than in 
the current political and social context. While at that time reform was radical and to a 
considerable extent top-down, today reform needs to be incremental and sensitive to the 
various interests and goals populating both the political and medical world. Because of these 
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differing perspectives, it is difficult to find an agreement that would satisfy all stakeholders. 
These stakeholders have learned to make their voice heard. Though the state has the legal 
authority to implement reform it has avoided the political risk that would affect the interests 
of important local and hospital stakeholders. If these stakeholders all agreed then central 
coordination would be much easier to enact in practice and would probably not even be 
necessary. Making changes to the system would be politically costly especially during 
electoral times. This has been and continues to be a barrier to reform:  
 
“Specialty unions were consulted at the end of last year and then we organized some common 
seminars and we tried and listed all kind of services which should be here or there and 
discussed it with hospitals, with counties, with specialties and actually in October we have 
local municipality elections and now it is very quiet. But hopefully when it is over we can 
discuss it a little bit again because in 2015 we will have new elections. It means that the time 
span is first half of next year to really do something…” (Interviewee 15) 
 
The delicacy of closing down hospitals or discontinuing a certain specialty is particularly 
acute in Estonia. Since supervisory boards of most hospitals consist of local politicians, 
politics is intertwined with management decisions. As a result decisions do not necessarily 
reflect the efficiency and quality of hospital care, but rather national or local preferences:  
 
“We want to merge different hospitals which have different owners and it is very difficult to 
negotiate with municipalities. I don’t know why; there are political reasons and especially 
some municipalities they are very interested in keeping hospitals in their own ownership. 
Perhaps there are no rational reasons, but just how to divide power among the politicians. But 
I think it would be easier to implement changes if all these autonomous hospitals were state 
owned. This is the only area where I feel I want to change it. But this doesn’t mean that I want 
all hospitals in state ownership because municipalities are also quite autonomous from the 
state.” (Interviewee 10)  
 
This same person speaking from a policy position provides further insight into the dynamics 





“Hospital managers have very good relationships with each other and with supervisory 
boards, whose members are mainly politicians. And there are some tricky relationships 
between the party from which the minister is and this party which governs the Tallinn 
municipality and then among politicians there is competition which influences hospital 
management and then it is very difficult. I see a big role for the Ministry to regulate this 
problem with law, decree or to try to lead these negotiations and find a compromise with the 
hospitals in this question. There is a need for national coordination; we may say that in such 
questions. To prevent or solve this problem, we need more national coordination, and it’s on 
our agenda today to do it.” (Interviewee 10)  
 
In this context the central political actors have decided to sit in the background and develop 
policy documents which in reality have little impact. Central coordination efforts have also 
been faced with pressure from both politicians and certain medical specialties, and these, as in 
the case of oncology, have run against existing regulation:  
 
“But there has been pressure to allow central hospitals to provide this and that which is not 
allowed today; and all this pressure comes through politicians sometimes or from specialists 
which are our advisers. So sometimes it’s quite difficult to govern this kind of system…” 
(Interviewee 9) 
 
Central and local politics are intertwined with the hospital management and certain elite 
medical specialties. On the one hand, this finding is surprising since the creation of 
autonomous hospitals operating under private law sought to keep politics out and invite 
professional managers in. On the other hand, it is helpful to bear in mind that politicians 
populate the supervisory boards of the hospitals and although they may not know much about 
healthcare and management, they know what their political mandate is. They have learned to 
lobby and resist what would undermine the realization of their political agenda. This is to be 
expected in a decentralized administrative and hospital system in which the locals have 
experienced the continual growth of the center and have tried to counteract that growth.  
Politics, regardless of political orientation, has been influential in resisting change, but the 
post-independence Estonia has been characterized by a preference for center-right political 
and economic ideas which remain influential twenty years later. Though a planned market – 
implemented under a social-democratic social affairs minister – the system has been endorsed 
by ministers across the political spectrum and has undergone little change since adoption: 
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“From the very beginning there has been a policy of thin state – the state should not interfere 
into businesses that can be run like a business except for instance defense, foreign relations, 
some of the social security. At that time we had the youngest prime minister in Europe, he 
was 28 or something like that; they were really radical guys and they followed the 
understanding that businesses run best and healthcare is part of a business. Healthcare is a 
specific branch of business…so from the beginning there were revolutionary changes in all 
aspects.” (Interviewee 1)  
 
We have discovered that, in addition to politics and the medical profession, hospital 
management is an important stakeholder and has proved influential in fostering 
entrepreneurship in the hospital sector, as shown in these two quotes, as expressed by central 
policy makers:  
 
“I think that the managers of these seven or ten big hospitals have very big influence and are 
important stakeholders for the Ministry and they have very big influence if we are planning 
changes in our system.” (Interviewee 10)  
 
It is common practice in Estonia, due to the inclination towards the market and towards 
business and the small number of specialists, for business professionals to work in the public 
sector. This cross-sector professional mobility has been encouraged and in practice it has led 
to a growth of business managers who run public sector organizations, including public 
hospitals. As a result hospital management has become a key pro-active stakeholder that has 
sought, and to some extent has succeeded in following an organizational agenda that has made 
central coordination difficult. However, this management agenda has not been supported by 
hospital managers alone, but as shown throughout this chapter, also by the other key 
stakeholders – local politicians and the medical profession. Informal coordination between 
these stakeholders can work effectively to resist central coordination efforts in a context of a 
weak center and generous hospital autonomy. In the case of Estonia the small size of the 
hospital sector and informal coordination are factors that are expected to improve 
coordination. “Everybody knows everybody” is often put forward as an element of the culture 
of a small hospital sector. Since all physicians trained in Estonia are educated in the same one 
medical school, Tartu University, we would expect that they become part of an epistemic 
community which later, through socialization, would foster informal coordination. If 
everybody knows everybody then coordination ought to be made easy, but we have 
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discovered that in fact despite the small size of the hospital sector, central coordination has 
proved painfully difficult. The explanation lies in the influence of organizational and 
individual conflicting interests and goals. Everybody may know everybody but it does not 
necessarily mean that everybody agrees with everybody. Local politicians may agree with key 
doctors and hospital managers in their jurisdiction but they do not necessarily agree with the 
interests of central policy makers. In this case the size of the sector loses its relevance – it 
does not necessarily lead to effective coordination. We have seen, however, that coordination 
between the different actors (national politicians, local politicians and hospital supervisory 
and management boards) can be fostered through political means. In this sense informal 
coordination becomes instrumental but it does not necessarily lead to policy change 
nationally. Local politicians and hospital boards have been effective in influencing national 
policy rather than the other way around. National policy makers aim for the efficiency and 
sustainability of the system as a whole whereas local politicians and hospital boards follow a 
decentralized and organizational logic and aim for local interests and the realization of local 
and organizational goals. If these actors shared the same interests and goals, as unrealistic as 
that may be in practice, we would expect central coordination to be easy. We have also seen 
how different interests and goals between the hospitals hinder central coordination. In some 
aspects they also make inter-organizational coordination difficult. Hospitals work with one 
another effectively on shared goals, such as negotiations of employment conditions or other 
similar agreements but fail to work together on matters that endanger their existence or 
position in the system, such as changes to the hospital network and service provision. In this 
chapter we have seen how other key elements of the principal-agent theory, specifically the 
role of financial incentives, affect coordination. The financial incentives embedded in the 
pricing system favors certain specialties over others and this led to investment decisions that 
reinforced duplication and divergence. We have also shown that information asymmetry plays 
a minor role with the exception of information on quality. Other than quality, central policy 
makers possess sufficient information on the activity of the hospitals, but this has not 
facilitated central coordination. In terms of the hospital system culture we have shown how 
certain cultural elements have played a key role, particularly the role of politics and political 
and economic ideas, the role of entrepreneurship in the hospital sector and the influence of 
certain elite medical specialties.  
 
We have argued that the result of the dynamic interaction between these key stakeholders has 
posed challenges to central coordination. Non-compliance with ethical standards is not a 
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systemic problem in the case of the public hospital sector of Estonia, but we have provided 
evidence of isolated cases in which non-compliance with existing regulation has resisted 
central coordination. Mutual trust between key stakeholders has been an important element of 
the hospital reform, which granted hospitals considerable autonomy, but we have shown that 
in some cases this trust has not been reciprocated. While this is true for some specific cases, 
most notably East Tallinn Hospital, we have not found evidence of a major systemic trust 





















CHAPTER 6: COORDINATION OF PUBLIC HOSPITALS IN ROMANIA 
 
 
As in the previous chapter, this second empirical chapter begins with description, continues 
with evaluation and ends with explanation. We first describe changes in public hospital policy 
and hospital trends and then move on to describe the specifics of the hospital reforms 
analyzed in this thesis as they pertain to the decentralization and autonomy of public 
hospitals. Following this first part, we evaluate the relationship between public hospital 
reforms and coordination problems drawing on the primary and secondary data sources. 
Finally, using the theoretical framework introduced earlier in the thesis, we seek to explain 
the effectiveness, or lack thereof, of central coordination. 
 
Overview of healthcare policies (1991-2014) 
 
The Romanian healthcare system has undergone major change since the end of communism at 
the end of 1989. Healthcare in Romania is organized, financed, delivered, governed and 
coordinated in very different ways than it used to be in the communist times. As in the case of 
Estonia, the starting point is the state of the healthcare system under communism. This can 
easily be described nowadays in a simplistic – and negative – manner which may do justice if 
we compare it to the situation today, but may also leave out important aspects. These include 
access to care which was free at the point of delivery at that time. Although it was free at the 
point of delivery and every patient (or citizen) could have access to it, it consisted mostly of 
basic services delivered in inpatient settings, polyclinics and so-called dispensaries (small 
health centers) in rural areas. There is wide agreement over the main characteristics – and 
problems – of the Semashko-type Soviet system which was adopted throughout the Soviet 
Union and the former communist countries in Central and Eastern Europe. These 
characteristics include overemphasis on inpatient, hospital-based treatment at the expense of 
primary care, which, unlike today, was hardly recognized as a distinct medical specialty. 
Funding was tax-based and centralized. Informal payments and various forms of corruption, 
however, were common and designed to lead to better care and hospitalization conditions. 
Healthcare providers were budgetary institutions, directly funded through the state budget.  
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Whereas Estonian policy makers took radical steps to reform the Soviet system and establish 
it on different grounds soon after independence, Romanian policy makers adopted a gradual, 
incremental approach. Some commentators have argued that this approach, permeating the 
society and economy more generally, can be attributed to the different context of the 
Romanian society and economy in the 1980s and furthermore to the type of communist 
regime in Romania which in some ways differed from that in other countries in the region 
(Boia, 2012; Boia, 2013; Molnar, 2000). According to this view, the Romanian communist 
system diverged from the directions of the Soviet Union and became more intense in the 
decade preceding its collapse. While others were considering opening up, the Romanian state 
was closing in. The political will to adopt “tough” measures also fluctuated during transition 
so that major reform had to wait long before adoption. Whereas Estonia rebuilt its public 
service on completely different grounds after independence, Romania did not. The Romanian 
approach relied to a large extent on the same civil service apparatus as before 1989. In public 
administration more generally, the first attempt to develop an accelerated, comprehensive 
public administration reform was in 2001, followed by a second major program in 2005 after 
negotiations with the European Commission. In 2005 the European Commission 
recommended three main areas for improvement: civil service, local public administration 
reform through accelerating the decentralization process and changes in public policy 
formulation (e.g. Dan, 2015). This broader approach and public sector context had an impact 
on healthcare reform which was and has remained predominantly a public sector 
responsibility. Healthcare reform reflected larger trends in public administration, management 
and policy. Table 8 below includes a list of the main changes from 1989 to 2014.  
 
Table 8: Healthcare policy initiatives in Romania, 1992-2014 
 
Year Reform or policy initiative 
 
1992-1994 Simulation testing of primary care reform in four districts 
1993 A Healthy Romania, produced by a team of experts, funded by World Bank 
1994 Social Health Insurance Law approved by the Senate 
1994 
Government Decision no. 370/1994 to pilot primary care reform in eight 
districts (ended in 1997) 




Social Health Insurance Law approved by the Chamber of Deputies with 
implementation starting in 1999 
1998 
Public Health Law no.100/1998 – which regulated public health and the 
responsibilities of different actors along with a list of national public health 
programs 
1999 
Ministerial Order no. 201/1999 placed restrictions on the number and 
distribution of pharmacies (amended in 2005) 
2002 
Emergency Ordinance no.70/2002 decentralized ownership of public health care 
facilities from central to local government (not implemented in practice) 
2002 
Emergency Ordinance no. 150/2002 modified initial National Health 
Insurance Law 
2002 
Law on Mental Health Promotion and protection of persons with mental 
challenges 
2002 
National Anti-Poverty and Social Inclusion Plan, Government Decision 
no.829/2002 
2005 
Government Ordinance removed National Health Insurance Fund from the direct 
coordination by Ministry of Public Health 
2006 
Health Reform Law no.95/2006 – a first comprehensive healthcare law 
encompassing various levels of care 
2007 Ministry of Public Health strategic plan for 2008-2010 
2008 
Report of the presidential commission for healthcare. Set the priority of an 
integrated approach to reform and placed further emphasis on the key role of 
primary care 
2008 
Emergency Government Ordinance no. 162/2008. Initiation of the 
decentralization process in hospital care (not fully implemented de facto) 
2008 Pilot phase of hospital decentralization in Bucharest and Oradea 
2010 
Emergency Government Ordinance no. 48/2010 adopted under financial 
stringency and strict agreements with the IMF. Amended previous legislation 
and stipulated the decentralization of most local and county hospitals which are 
now owned locally. More emphasis placed on the role of professional hospital 
management 
2010 
National Strategy for the Rationalization of Hospitals designed by the Ministry 
of Health on the basis of a number of World Bank reports. Clearly emphasizes 
the remodeling of healthcare demand and placed a greater role on increasing the 
type and extent of services treated in primary care to reduce hospital care and 
foster efficiency of the healthcare system as a whole 
2012 
New healthcare legislation under consultation (first half of 2012). Major changes 
are envisaged, such as amendments of the legal form of hospitals and the extent 
of hospital autonomy. Primary care is seen as a major means to reduce system-
level healthcare costs (not yet adopted by law) 
2014 
National Health Strategy 2014-2020, Health for Prosperity, a comprehensive 
strategy aiming to cover and prioritize different types and levels of care in an 
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integrated manner in line with the Europe 2020 strategy and EU structural funds 
for 2014-2020 
 
Source: Adapted from Vlădescu, Scîntee and Olsavszky (2008, p. 138) (for changes up to 
2007) and Dan and Kruusenberg (2012, p. 24) for developments since 2008 complemented by 
the author with changes after 2012 
 
From a structural, systemic perspective we can distinguish four main areas of reform:  
 
 building a social health insurance system;  
 establishing a significant role for primary healthcare;  
 rationalization of hospital facilities and hospital care;  
 hospital decentralization and hospital management autonomy  
 
Efforts in all these main areas were initiated in the 1990s, and have continued throughout 
transition and Europeanization and to some extent continue today. An exception is the social 
insurance law which had been approved by Parliament in 1994 and 1997 respectively and 
became effective in 1999. The status of the National Health Insurance House has also changed 
– until 2005 it was subordinated to the Ministry of Public Health, but became quasi-
independent in 2005 through a government ordinance (Table 8). Initiatives to establish a more 
prominent role for primary care (which was limited during communism) were taken early 
after the revolution and took the form of pilot projects in a number of selected counties. Later 
in the late 1990s as the system transitioned to social insurance, primary care reform was 
implemented across the country, and family doctors were tasked with a gate-keeping role in 
the system. This trend of greater emphasis on the use of primary care has continued recently 
and is considered a key goal of current healthcare reform plans (e.g. Dan and Savi, 2013). As 
stated in official policy documents, such as the National Strategy for Hospital Rationalization 
(Ministry of Health, 2010), a key current goal of reform is to “remodel” the demand for health 
services. According to this strategy, this involves a greater use of primary care and a reduction 
in the use of hospital care. The underlying objective is to increase savings and efficiency of 
the healthcare system as a whole starting from the observation that a greater reliance on 
primary care can reduce referral rate to higher and presumably more expensive types of care 
(Substantiation note to Government Decision 303/2011). In proposing this shift, central policy 
makers argued that hospital care is still considered in Romania by some as the “foremost 
method of intervention”, a legacy of the communist regime (Ministry of Health, 2010). 
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Although recent financial stringency measures are driving this wave of reforms, quality 
considerations are presented as complementary (Ministry of Health, 2010). We now turn to 
the two prominent areas of reform that pertain to public hospitals specifically: reducing 
hospital capacity and decentralization of hospitals.  
 
 
Public hospital “rationalization” 
 
 
Reducing capacity in public hospitals is a fairly new phenomenon in the healthcare system in 
Romania. The idea itself is not novel, but it has only in recent years started to be put into 
practice. Up until 2011, when it dropped significantly, the number of public hospitals 
remained almost the same as in 1990 (Table 8 below). This reflects changes in the system that 
occurred in 2010-2011 including hospital decentralization reform, a commitment to reduce 
what was considered excessive hospital capacity, and an emphasis on primary, outpatient and 
day care. Treatment in private hospitals developed timidly and was virtually non-existent until 
the early 2000s. Nevertheless, in recent years the number of private hospitals has grown 
considerably from 30 in 2008 to 109 in 2012 (Table 9). This growth can be contrasted with 
the decrease in the total number of public hospitals.  
 
Table 9: Number of hospitals in Romania, 1990-2012 
 
           Hospitals 
  Year 
Total number Public Private 
1990 423 423 0 
1991 427 427 0 
1992 430 430 0 
1993 433 433 0 
1994 415 415 0 
1995 412 412 0 
1996 413 413 0 
1997 418 416 2 
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1998 416 414 2 
1999 428 425 3 
2000 442 439 3 
2001 446 442 4 
2002 447 442 5 
2003 427 422 5 
2004 425 416 9 
2005 433 422 11 
2006 436 419 17 
2007 447 425 22 
2008 458 428 30 
2009 474 431 43 
2010 503 428 75 
2011 464 367 97 
2012 473 364 109 
 
Source: National Statistical Institute of Romania (2014a), Tempo online time series, Health 
Statistics, accessed 30.04.2014 
 
A number of international consultancy studies had been carried out and reports written before 
the outbreak of the recent financial crisis. They recommended major restructuring and 
systematic planning of hospital facilities and hospital care more generally (Government 
Decision 1088/2004; Presidential Commission, 2008; World Bank, 2003). This process came 
to be known both in law and policy documents as “hospital rationalization”. In 2009-2010 the 
National Strategy for Hospital Rationalization was developed – a fairly comprehensive 
document proposing major change to the public hospital system. The government approved 
the strategy in March 2011 (Government Decision 303/2011). In the context of the financial 
crisis that endangered the financial stability of the country, the government in office at that 
time criticized previous governments for excessive public spending and failure to adopt 
needed reform. In 2009 as part of the financial package agreed with the EU, IMF and the 
World Bank, the Romanian Government received financial support from the World Bank in 
the form of policy development loans. The agreement included sector-specific provisions, and 
hospital restructuring and “rationalization” were part of the agreement and deemed a priority. 
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De facto reform in this area constituted a conditionality in the loan agreement and a basis for 
assessing the possibility of future assistance.   
 
The National Strategy for Hospital Rationalization (the Strategy), a 66-page document, was 
developed on the basis of previous studies with a significant contribution from international 
consultants working for the World Bank. The Strategy included a list of general and specific 
goals and an action plan. The goals were divided into two main categories: 1) “hospital 
rationalization” and 2) “complementary strategic priorities”. Together they consisted of five 
general and nine specific objectives, as shown below (Ministry of Health, 2010, pp. 42-43): 
 
 I. Hospital rationalization 
 
1. General objective: 
Creation of a well-performing hospital sector by means of hospital reorganization, 
decentralization and informatization 
Specific objectives:  
1.1. Hospital reorganization and improvement in hospital efficiency 
1.2 Hospital management decentralization 
1.3 Adoption of a clear hospital classification system, the development of a general national 
hospital plan and accreditation system on the basis of the new classification system 
1.4. Hospital system informatization 
 
2. General objective: 
Ensuring sustainable and efficient financial resources through remodeling hospital financing 
Specific objective: 
2.1. Change in the health insurance system for hospital financing 
 
II. Complementary strategic priorities 
 
3. General objective:  
Remodeling demand for health care services 
Specific objectives: 
3.1. Rationalizing demand for hospital services 




4. General objective:  
Improving the organizational and functional efficiency of the social health insurance system 
Specific objective:  
4.1. Attracting private funding within the insurance system 
 
5. General objective: Development and implementation of a coherent human resource strategy 
Specific objective:  
5.1. Introduction of modern human resource planning and management practices.  
 
In addition, the Strategy included a list of specific targets and indicators. For the purposes of 
this study the most relevant are the following (Ministry of Health, 2010, pp. 62-65):  
 
 7% reduction in hospital beds 
 Hospital personnel costs must not exceed 70% of each hospital’s budget 
 15% reduction in the number of public hospitals 
 85% of public hospitals must be decentralized (i.e. hospital ownership transferred to 
local authorities) 
 Creation of a legislative framework to enable an increase in de facto hospital 
management autonomy 
 Creation of a legislative framework establishing the criteria for hospital classification 
based on competence  
 8% reduction in the number of hospitalizations in the context of developing a new 
national hospital plan and eight regional hospital plans. 
 
The main institutions responsible for implementation were the Ministry of Health and the 
National Health Insurance House and operational activities were to be finalized by the end of 
2012 (Ministry of Health, 2010, Annex 2). The quality of care was not a central focus of these 
measures – it was somehow assumed that the changes will lead to improvements in quality. 
Quality was considered an important outcome, but no specific plan was put in place to assess 
the effects of the proposed changes on quality. This in our view is a main criticism of the 
Strategy, which overall gives the impression of being reasonable and ambitious enough to 
tackle some of the root causes of deep-seated inefficiencies that seem to have long been 
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ignored. The rationale for the reform needs to be placed and understood in the context of the 
financial crisis, during which the Romanian government had to reduce public spending. The 
critical financial situation of public finances seemed to offer a favorable environment to push 
reform forward. The key phrase was reducing what was thought to be in excess – cutting 
down the fat without hurting the muscle. This approach reflects the state of the hospital sector, 
which first needed systematic planning, organization and management – some of the 
preconditions to enhance quality – before it can deliver improvements in outcomes. Setting up 
the system on a more financially sustainable basis first seemed a more reasonable expectation. 
The action plan put forward in the Strategy comes across as being a result of considerable 
policy analysis and evidence derived from both an evaluation of the current situation on the 
ground and international good practice. There is frequent reference to evaluations on the 
ground and consultations conducted in 2009 and 2010 by the Ministry of Health before the 
actual design and implementation of the measures. The document is also presented in an 
optimistic tone as incorporating needed change that would lead to improvements in efficiency 
and overall performance. The various measures proposed are said to converge towards this 
overarching goal. Hospital decentralization and increasing hospital management autonomy 
were two important reform strategies – seen not as ends in themselves but important 
prerequisites in line with the situation on the ground and international good practice. There is, 
nevertheless, little analysis presented in the document of other potential options for reform. 
Similarly, little space in the Strategy is devoted to implementation, monitoring and evaluation 
(half a page and a one-page action plan with a listing of responsible actors and deadline, see 
Annex 2 of the Strategy). This is the case despite the observation that policy implementation 
and evaluation capacity are two of the hurting spots of the Romanian public sector (e.g. World 
Bank, 2010).  
 
All these observations indicate that the Romanian hospital system in recent years has been 
going through a major process of structural reform that is still current today. It is to be 
expected that changes in hospital capacity and restructuring will continue in future years 
before the system reaches a certain degree of stability. The current hospital system structure is 
inherited from communist times and, despite the 2010-2011 reform, many small, local 
hospitals are still expected to be restructured and turned into long-term care facilities. Mergers 
and integration of dispersed hospital buildings in medium and large cities, which have 
occurred and occur elsewhere in Europe, are equally likely to continue to be needed to 
improve efficiency, effectiveness and the overall financial sustainability and performance of 
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hospital care. This need to improve quality, performance and financial sustainability needs to 
be reconciled with the need for improved access. Though the hospital system appears 
oversized in absolute terms, when accounting for population density the situation is in fact 
different. The number of hospitals in Romania per 100,000 inhabitants is slightly low 
compared to average European levels. In recent years, in a context of reductions in hospital 
capacity across Europe, the difference has diminished. At the same time, Romania’s 
population has been constantly declining since 1990. The number of registered residents in 
2013 numbered 20.02 million compared to 21.83 in 2002 while the official number of 
emigrants during the same period increased from 1.06 million to 2.34 million  (National 
Statistical Institute of Romania, 2014b). In addition to growing emigration (predominantly of 
young people), the effect of decreased fertility is slowly contributing to an aging of the 
population which, though a wider European concern, is increasingly worrisome in Romania 
(World Bank, 2011, p. 5). In terms of the number of hospital beds in acute, short-stay 
hospitals, the numbers in Romania are among the highest in the EU (Figure 7). There has 
been a clear decreasing trend across Europe, including Romania, with a sharp decrease in 
2010-2011 (411 acute care beds per 100,000 inhabitants in 2011 compared to 538 in 2000). 
The values of this indicator are comparable to other EU12 states but significantly higher than 



















Figure 7: Number of acute hospital beds per 100,000 inhabitants in Romania, 2000-2011 
 
Source: World Health Organization, European Health for All database, updated July 2013 
 
 




Decentralizing public hospitals has been a process that manifested itself as one component of 
the public administration reform and transition period more generally. The approach taken 
included a number of steps to create the legal framework that would later enable de facto 
decentralization to occur. In 2002 three government decisions (866/2002, 867/2002 and 
70/2002) sought to transfer the administration of certain county and local public hospital 
facilities from the Ministry of Health to county and local councils. The nature of this transfer 
was largely administrative.  Government Ordinance 70/2002 included provisions concerning 
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roles between the main players in the system: the Ministry of Health, county public health 
authorities (representatives of the central government in each county), and county and local 
councils. These decisions aimed at creating the premise for both administrative and financial 
decentralization to occur in a context of scarce resources and centralized decision making. 
Local authorities were expected to contribute financially to the much-needed renovation, 
consolidation and maintenance of hospital buildings and property. Six years later, in 2008, 
after a number of amendments to the 2002 legislation, the process continued with the adoption 
of a government emergency ordinance (OUG 162/2008). One year later another government 
decision (HG 562/2009) embraced the concept of healthcare decentralization strategy. Three 
specific goals were envisaged, some of which were not new, but needed reiteration and 
implementation support (Ministry of Health, 2010, p. 23): 
 
 The creation of the operational framework for decentralization to occur in practice 
 Transfer of the range of competences concerning the administration of public 
hospitals and the management of healthcare facilities to county and local public 
authorities 
 A redefinition of the role of the Ministry of Health concerning the development, 
implementation and monitoring of public health policy and legislation needed to 
ensure effective operation of the healthcare system. 
 
Though they included provisions for managerial and financial decentralization, the initiatives 
up to that point had largely been administrative in effect. Financial decentralization was still 
minimal and modern management principles in hospitals were still in their infancy. 
Stimulated by the financial crisis, international pressure and foreign expertise, 2010 proved to 
be a crucial year in the process for greater decentralization. For the first time policy makers 
took concrete steps to decentralize hospital management. The Ministry of Health first 
conducted two pilot projects and chose the capital city Bucharest and the city of Oradea as 
experimentation sites. The projects consisted of transferring the management of 18 out of the 
total of 42 public hospitals in Bucharest and four hospitals in Oradea to the two 
municipalities. An evaluation of the pilot projects concluded that the two municipalities 
possessed the administrative capacity needed to manage the healthcare facilities (Ministry of 
Health, 2010, p. 24). Policy makers in the Ministry of Health built on this experience and in 
June 2010 issued a government emergency ordinance (OUG 48/2010) which created the legal 
basis for the decentralization of 370 local and county hospitals – out of the total of 435 public 
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hospitals in Romania at that time. The list of hospitals to which management was transferred 
was included in a government decision (HG 529/2010) and at the same time a directive of the 
Ministry of Health (OMS 910/2010) approved the template of the document for the transfer of 
ownership. As a result of this act, the Ministry of Health, represented by the county public 
health authorities, was no longer the owner of most public hospitals.  A selective number of 
regional hospitals providing tertiary care, single-specialty institutes and health centers 
remained under the direct responsibility of the Ministry of Health. The same is the case for 
clinical emergency hospitals and emergency units. In this way the Ministry of Health hoped to 
retain the responsibility for providing integrated care in case of emergencies as well as 
conducting national research and ensuring the implementation of national public health 
programs in various specialties. A number of complementary changes were envisaged that 
sought to augment the role of local authorities in administering, managing and funding the 
hospitals:  
 
 Local authorities were encouraged to create healthcare departments within their 
administrations that would be responsible for governing hospitals depending on the 
size of the hospital network;  
 Local administrations were given the responsibility to hire hospital managers who 
would sign a contract with and be accountable to the local authorities rather than the 
Ministry of Health;  
 A number of management decisions need to be approved by the mayor, in case of 
local hospitals, or by the president of the county council, in the case of hospitals 
owned by counties. The Ministry of Health still needs to give its notice, but this role is 
thought to be less prominent than before. This is also reflected in the structure of the 
administrative committee which is now composed in such a way to enable more 
decentralized decision making than before. Out of the five members of the committee, 
two members are appointed by the county or local council and one by the mayor or 
county council;  
 Hospital care will continue to be funded through the national health insurance fund or 
through the state budget for investment, as before the reform. However, the 2010 
reform encouraged local authorities to complement these sources and assume a more 




The substantiation note to the reform clearly states that making local administrations more 
responsible by assuming a greater financial role was one of the main reasons underlying the 
reform (Substantiation note to Government Emergency Ordinance 48/2010). Another 
expectation was that efficiency in allocating and using resources would increase as a result of 
financial and managerial decentralization. If local authorities allocate a greater budget in 
funding hospitals, then, it was believed, that money will be used more efficiently and 
effectively. Effectiveness and quality were indirectly expected to improve through the 
following mechanism. If local administrations support to a greater degree the maintenance 
and functioning of facilities, then hospitals could use more money to improve service quality, 
rather than fund basic infrastructure. Similarly, transparency and accountability were expected 
to improve following a typical argument in support of decentralization which claims that local 
needs are best understood and met when decisions are made locally.  
 
Unlike previous efforts to increase decentralization, the 2010 reform made it through to 
implementation. It is debatable whether the reform led to a change of substance or was mere 
window dressing in reaction to fiscal pressure and international trends. Some interviewees 
consider that the reform does not address the problems in the hospital system. They argue that 
it makes little difference who the owner of the hospitals is – whether central institutions or 
local administrations. Decentralization is like a “china item on a shelf”, one interviewee 
claimed as long as local administrations do not possess the administrative capacity and 
financial resources to support the development of hospitals (Interviewee 24). This is not one 
person’s opinion only. Other respondents have claimed that decentralization is a step forward, 
but there is great variation in administrative capacity and financial resources from one place 
to another. This would affect the good intention of the reform. It is manageable for a large 
municipality to support the hospitals in their jurisdiction as they can mobilize staff and 
resources more easily than a small municipality in a poor region that is already experiencing 
financial problems. The reform did not draw a distinction between high and low capacity 
municipalities – all local hospitals were proposed for decentralization regardless of the 
financial situation of local administrations or the financial situation of the hospitals within 
those jurisdictions. Furthermore, the pilot projects included two large and relatively well 
resourced municipalities, Bucharest and Oradea, but they are clearly not representative of the 
entire country. Some hospitals had accumulated debt and although the Ministry of Health 
promised to pay the debt, local authorities feared they would have to take the financial burden 
on their already crippled shoulders. Some local administrations rejected the proposal initially 
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which exacerbated the already tense relationship with the center – and the political parties in 
power. Some local authorities in opposition and under fiscal pressure boycotted the reform, 
which was seen as unreasonable and unsustainable.  
 
The public hospital decentralization reform is now a few years old and some of its effects and 
long-term impacts are still in the making. However, on a short and medium term basis we can 
already assess what changed, if anything, since the reform. Notwithstanding local resistance 
from some hospitals and local authorities undergoing financial stress, overall the reform 
passed the implementation test in 2010, the year when the legislation was adopted. In the case 
of most hospitals, “take over protocols” were signed in 2010 which heralded the legal transfer 
of ownership to the local authorities. There is evidence that the reform produced changes 
concerning local financial responsibility and the relationship between decentralized hospitals, 
local authorities and the Ministry of Health. It is important to note that it was not the 2010 
reform that reshaped all these relationships, but the 2010 reform represented the climax of a 
longer process towards greater decentralization.  
 
Financially speaking there is evidence that the reform further strengthened the involvement of 
local authorities in hospital financing within their jurisdiction. By taking over the assets of 
decentralized hospitals, local authorities were stimulated to invest in the infrastructure and 
administration of hospitals. The problem is that this has not been uniform across all local 
authorities. Lack of financial and administrative capacity burdened some local authorities, 
particularly those in poor and small localities. Rather than thanking the Ministry of Health for 
the “gift”, they felt they had to take over what was considered financially insecure and 
politically delicate. Administering hospitals and healthcare services was also a completely 
new task for these administrations, different from other less specialized and possibly less 
problematic services. This was a policy mistake that seemed to ignore the local context, but at 
the same time the decision to de facto decentralization had already been postponed a number 
of times before the 2010 reform. There was also little hope that the financial situation of both 
local authorities and public hospitals would change significantly in the coming years. In this 
sense the decision had to be made though not all prerequisites were in good order. The 
Ministry of Health going through its own financial challenges reinforced by the financial 
crisis, took major steps to relieve itself of part of the financial burden. Though far from 
uniform, well-resourced local authorities did become more interested in hospital governance 
following the reform. They started to assume the new role more confidently and develop 
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hospital governance skills. The material and financial state of most of the hospitals 
interviewed improved as a result:  
 
“Local authorities, having income sources through local taxes, can support these hospitals and 
medical centers. Without the money from the local authorities we would have only had money 
for salaries until October. We’ve seen that since the transfer to the local authorities we have 
been much better financed and we were able to receive funds for investment in modern 
medical equipment […] The Ministry still has an important direct role in managing the 
national public health programs but through the reform the Ministry is relieved of some tasks 
and of course the system is heavy, we would like it all to start working all of a sudden, but it 
has started to work.” (Interviewee 16) 
 
This is an example in a large municipality with a long tradition of medical care and education 
where local decision makers were both capable and willing to support the development of 
local hospitals. It is not the only fortunate case and this effect is not specific to large and 
generally well-resourced municipalities only. Some local authorities were in a position to 
build units within their organizations specifically responsible for the administration of 
hospitals and the coordination of healthcare services within their jurisdiction. In this context, 
hospital managers assessed decentralization positively but with some reservations. The 
manner in which decentralization is perceived heavily depends on whether a specific hospital 
received funds from the local authorities as well as more generally how they view the 
relationship with local authorities. This relationship is influenced in turn by the manager’s 
leadership and lobbying skills. Since both hospital managers and local decision makers can 
change frequently, identifying windows of opportunity is a highly valuable skill. In addition 
to finance, some hospital managers have identified other benefits of decentralization. These 
include a reduction in politicization and central control and the perception that local 
authorities possess a better grasp of the situation of the hospitals than the Ministry of Health. 
These benefits, nonetheless, are not universally shared. Whether decentralization is perceived 
as beneficial depends on local contextual factors that are hard to pin down and control over 
time. Some hospital interviewees have emphatically argued that decentralization increased red 
tape. Rather than reduce bureaucracy, the reform added an extra layer of local red tape on top 
of the central red tape which has continued to persist, despite the decentralization process:  
“Our perception in the hospital is that bureaucracy increased as a result of decentralization. It 
did not decrease… Before the reform, things were clear and there were certain routines that 
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worked. On the other hand, for almost any change, for example change in structure or 
personnel, except just a few responsibilities that the local council is now responsible for, we 
need to also ask for the Ministry of Health’s approval. So things have not become simpler; 
they have become a little bit more complicated.” (Interviewee 18) 
 
Again this is an opinion that is not universally shared by all interviewees (although our list of 
interviewees cannot be considered representative of the entire country). A complex reform 
such as decentralization, involving many actors with different interests across different levels, 
is likely to be assessed differently from one institution to another. Those who have perceived 
an increase in red tape and no change in central control are likely to question whether 
decentralization has occurred in reality:  
 
“In our case a potential recentralization would be easier to implement since the 
decentralization has not really been real. It’s likely that in three, four or five years’ time the 
system will recentralize.” (Interviewee 18) 
 
Despite this pessimistic view, we have seen however that financial decentralization did occur 
to some extent and in some cases. We have also found evidence of local authorities actively 
assuming their new role and investing in developing a coordinated strategy for governing 
hospital care locally. As any other major change, there are actors who lose and actors who 
win and perception of whether reform works or not depends on which side one finds himself 
at a particular point in time.  
 
Autonomy of hospital management 
 
There has not been so far a distinct piece of legislation specific to hospital autonomy alone. 
The same is true for the 2010 decentralization legislation and complementary policy 
documents, including the Strategy. However, the Strategy had much to say about managerial 
autonomy and what needed to be changed. Hospital management autonomy was part of the 
same “package” as decentralization, both of which were seen as key means to improve the 
state of hospital care organization, management and provision across the country. Before the 
2010 reform, the Ministry of Health and its decentralized authorities were responsible for a 
wide range of administrative decisions in addition to a policy, control and governance role. 
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These included the responsibility to issue proposals and approvals to found or close a public 
hospital, the internal structure and organization of a hospital, the number of hospital beds, or 
the name and address of a hospital. Hospital directors, as they were typically called at that 
time (no managers yet) could consult with local councils in their jurisdiction, but the final 
approval lay with the Ministry of Health through the local public health authorities. The main 
hospital governance body was the consultative committee, comprised of several members 
who according to the law had to be representatives of the Ministry of Health, local authorities, 
academic institutions (in the case of university hospitals), the business community and labor 
union. The autonomy of this committee, however, was assessed as limited in practice and 
could in reality only issue recommendations rather than make final decisions (Ministry of 
Health, 2010, p. 23). On paper it seems that a hospital manager had some degree of autonomy 
but had to operate in a highly-regulated environment and a financial context in which most 
financial resources, typically more than 70%, were used to pay salaries following a 
centralized standard remuneration system. It could make various recommendations, which 
later could be implemented, but only after being approved from above. The manager was 
responsible for appointing department heads after a competitive examination approved by the 
Ministry of Health with the exception of clinical university hospitals in which the post of 
department head had to be occupied by staff with the highest medical degree, following the 
recommendation of the university senate. These decisions had to be approved by the hospital 
manager and the Ministry of Health. This system can have its merits but it can also lead to 
appointments based on informal networks rather than competence and fit for the job. Hospital 
managers signed a three year standard contract and were evaluated yearly based on a list of 
standard performance indicators which were included as an annex to the contract.  
 
Policy makers promoting the Strategy seemed to agree at that time that what was needed was 
a significant increase in the actual decision-making autonomy of hospital management. 
Management needed to be empowered, to have the legal and practical authority to decide on a 
wider range of issues over which previously had only little control in reality. This, it was 
believed, would unleash management expertise and improve service organization and 
delivery. As clearly underlined in the Strategy, policy makers hoping to increase hospital 
autonomy relied on the framework developed by Preker and Harding (2003) to assess the 
status quo of the hospital sector. This model aiming at corporatized hospital management was 
seen as the direction to go and success seems to have been evaluated based on the extent to 
which hospitals in Romania fitted this framework. It was concluded that hospitals in Romania 
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did not yet follow the principles of corporatized hospital management and the 
recommendation was to “increase hospital autonomy and introduce the corporatized 
management model along with systematic hospital planning” (Ministry of Health, 2010, p. 
29).  
 
A 2009 technical report supporting the Strategy concluded that public hospitals were part of a 
“highly centralized, bureaucratic, and rigid governance system where almost all management 
and governance decisions have to be approved centrally by the Ministry of Health. Such an 
environment is not conducive to efficient and appropriate governance and it does not 
empower management to react to the rapidly changing market conditions. Another concern is 
that despite the existence of criteria that managers have to meet to be hired and of 
performance measurement systems, transparency in the hiring of managers leaves much to be 
desired […] and changes in hospital management often occur soon after elections and shifts in 
alliances in the local and/or national political balance. In other words, there are strong 
indications that politics plays a role in the choice of hospital managers.” (Pikani and Sava, 
2009, p. 6) 
 
Although most public hospitals have been the object of decentralization, the reform has not 
led to an increase in the autonomy of hospital managers. On the contrary, it can be argued that 
the decision-making power of hospital managers decreased in some areas, most notably public 
procurement or remained unchanged in other respects. Despite the plea for greater hospital 
management autonomy, as articulated in the Strategy, there is no clear evidence of an increase 
in autonomy. Following the Strategy, reform ideas aiming at greater autonomy continued to 
be proposed in 2012 as part of a larger proposal for a new healthcare law which was 
recommended for public debate at that time and soon thereafter. These ideas have faded away 
in the meantime and changes in the leadership of the Ministry of Health brought a shift of 
ideas. Some policy makers preferred centralization to management autonomy. The 
decentralization legislation, nonetheless, did include some provisions to increase hospital 
management autonomy. For example, the consultative committee was replaced by an 
administrative committee which is said to have real governance responsibilities in approving 
the hospital budget and other financial matters, the hospital strategy, the yearly procurement 
plan as well as organizing the competition for appointing the manager, evaluating the 
manager’s performance and revoking the manager from office in case of incompatibility, 
serious culpability, or underperformance. The legal basis, it is stated in the Strategy, allows 
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more flexibility than before concerning structural and human resource changes in hospitals, as 
well as in the internal reallocation of hospital budgets and a series of other organizational and 
administrative aspects (Ministry of Health, 2010, pp. 46-47). Nevertheless, these changes 
have either not been implemented, for example concerning procurement, or have had merely 
formal connotations with no real impact on hospital autonomy. Interviewees representing both 
centralized and decentralized hospitals agree that decision making is limited, and the system 
has either remained the same or become more bureaucratized and controlled following the 
2010 decentralization reform. If central and local decision makers want hospitals to enjoy 
more autonomy and, as a result, want them to actively use modern management tools, then 
there needs to be an actual change in autonomy. So far there have been ideas, proposals, and 
promises, but little change in reality:  
 
“The concept of self-governing hospitals does not exist in our case in my view. […] For 
instance, in case of a vacancy there is competition between applicants organized by the 
Ministry of Health or by the local authorities with the Ministry of Health’s approval. […] The 
change of the organizational form and hospital autonomy have not occurred yet either, though 
these have been discussed in recent years. The reason is that this would be a major change 
with all kinds of implications, including of a political nature… I believe this is a trend towards 
which we are aspiring… I think it would be good to increase hospital autonomy, to change 
this aspect of a budgetary institution as it is the case today.” (Interviewee 17)   
 
“The relationship between the Ministry of Health and the hospitals is one of subordination; it 
is a hierarchical relationship… given the size and importance of our hospital, the Ministry of 
Health is interested in it and acknowledges its role in our region and so it supports the hospital 
to the extent possible, for example in case of renovations and equipment. This is a positive 
thing. However, in terms of issues, the decision is very centralized, bureaucratic and inflexible 
which makes things work more difficult.” (Interviewee 17) 
 
What is particularly interesting is that this view is not shared only by the hospitals which 
remained under the direct coordination of the Ministry of Health, as in the case above, but 
also by decentralized hospitals. This shows that decentralization and hospital management 
autonomy do not necessarily change in the same direction. Changing the ownership of 
hospitals does not necessarily involve an increase in the autonomy of hospital management. In 
fact, as argued in this chapter, in the case of Romania, decentralization has meant that 
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hospitals in reality have two owners instead of one as it used to be before. For example this 
member of an executive board of a decentralized hospital explained the situation in this way: 
 
“In terms of hospital autonomy, the situation has not changed as a result of decentralization 
reform. We have still remained a budgetary institution, i.e. institution governed by the state 
budget law and in this sense the Ministry of Finance is our master. When it comes to money 
and administration, the Ministry of Health only offers methodological support. However, as 
mentioned earlier, for any change concerning personnel, practically anything… setting up a 
new unit in the hospital, all these decisions go all the way up to the Ministry of Health. […] 
Approvals from the Ministry are not merely consultative; they are mandatory and if the 
answer is no, then it’s a no, and that change cannot be applied… It is not merely formal 
either; it involves an analysis of the request.” (Interviewee 18) 
 
The same idea – increase in red tape and having two owners instead of one – is also usefully 
echoed by this hospital manager:  
 
“The decentralization strategy was well intended. The goal was to get local authorities 
involved in hospitals in order to address certain aspects and issues locally rather than 
centrally. However, this reform also had to include a decentralization of decision making 
which has not been the case. It only happened to some extent. For instance, if I, as a hospital 
under the Ministry, want to hire somebody or if I want to develop or stop the activity of a 
hospital unit, I need to ask for the Ministry’s approval. Decentralized hospitals, on the other 
hand, need to make an additional step; they also need to ask for the approval of the local 
authority but also the approval of the Ministry of Health. As a result, my decision making 
instruments today are the same as the hospitals under the local authorities. In fact there is lack 
of flexibility because the decision is still made centrally ultimately.” (Interviewee 17) 
 
Hospital autonomy is limited not due to hospital policy, but also as a matter of limited 
resources. If hospitals, for example, had been granted more autonomy by law, they would not 
necessarily be able to make use of it without adequate resources. In this sense autonomy 
becomes a double-edged sword which promises much but can be easily misused and abused 
in practice. This has been a main theme throughout the course of the research, and a number 
of interviewees have emphasized the possible problems of increasing hospital autonomy in 
the Romanian context:  
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“Concerning hospital autonomy we see the following factors as important: insufficient human 
resources, a freezing of vacancies and insufficient financial resources. Due to low salaries, 
doctors are working abroad and there is also a crisis of essential medication (cytostatic, anti-
HIV, diabetes and others) and as a result in some cases patients need to procure their own 
medication during hospitalization. So the autonomy that exists, though limited, is also limited 
by insufficient resources.” (Interviewee 19) 
 
“Decentralization is an important principle of the reform, but if it is not adapted to the 
situation on the ground, and is not nuanced, it can negatively affect coordination. Concerning 
hospital management autonomy, the situation is the same: it can have negative effects due to 
managers’ different specialized capacity and training. There are many examples today of 
managers who were dismissed due to poor management as a result of investigations which 
discovered unlawful behavior concerning public procurement, which is a frequent charge in 
Romania.” (Interviewee 19) 
 
Mechanisms and instruments of coordination 
 
 
The main national players are the Ministry of Health and the National Health Insurance 
House. Other important national actors include the College of Physicians – the association of 
Romanian physicians – and the National Commission for Hospital Accreditation, a quasi-
independent agency operating under the supervision of the prime minister (rather than the 
health minister). The task of the commission is to manage hospital accreditation. The 
commission is a central government agency governed by a board whose members represent 
both the political and professional institutions: the administration of the President of Romania, 
the Central Government, the Romanian Academy, the College of Physicians and the 
Association of Nurses and Midwives. The members of the commission are appointed for a 
four-year term under the recommendation of the institution they represent and need to be 
approved by the Prime Minister (National Commission for Hospital Accreditation, 2014a). 
The commission establishes the norms and the framework for hospital accreditation which is 
carried out by approved evaluators. The object of hospital accreditation, according to these 
norms, refers to both form (e.g. compliance with existing regulation) and substance 
(evaluation of performance) (National Commission for Hospital Accreditation, 2014b). The 
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Ministry of Health is the main central policy institution and is entrusted by law with a wide 
range of responsibilities. Before the decentralization reform, among others, these included the 
role to:  
 
 Design, coordinate and control the implementation of health policy, programs and 
strategies nationally, regionally and locally in accordance with the central 
government’s governance program;  
 Evaluate and monitor the health of the population;  
 Take measures to improve public health and inform the central government 
concerning changes and trends in healthcare;  
 Regulate the organization and operation of the healthcare system;  
 Monitor, control and evaluate the activity of hospitals and take measures to improve 
the quality of healthcare;  
 Ensure, in collaboration with central and local public authorities, the necessary 
human, material and financial resources in order for the system to function properly. 
 
The Ministry of Health carries out its central role in the system through 42 public health 
authorities which represent the Ministry of Health in each county and the city of Bucharest. 
These health authorities have the responsibility to make sure that the above tasks are put in 
practice locally. Through them, the Ministry of Health has sought to ensure coherence across 
the country and the implementation of national policy locally. Following the decentralization 
reform, local public administrations were expected to exercise a greater role in coordinating 
the newly-decentralized public hospitals within their jurisdiction. The 42 health authorities no 
longer owned the newly-decentralized hospitals but they continued to own and coordinate the 
hospitals that did not undergo decentralization. It is, however, a question of empirical research 
if this formal change has thus far produced significant change concerning the role of the 
health authorities.   
 
Two of the goals included in the Strategy consisted of first, the adoption of a simple hospital 
classification system for all hospitals based on competence and second, the elaboration of 
hospital plans on the basis of this classification. It was intended that hospital planning would 
cover three layers: national, regional and local. To this effect the Ministry of Health issued a 
ministerial directive which included the methodology and mandatory minimal criteria for 
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classifying hospitals into five categories based on competence (OMS 323/2011). According to 
this directive, hospitals were classified into one category ranging from V to I. Category V 
hospitals offer basic chronic, palliative and single-specialty care; category IV hospitals have 
the capacity to provide basic services to simple cases in a limited catchment area (small town 
hospitals) whereas hospitals included in the third category can serve patients in a specific 
county for cases of medium complexity (county hospitals). The two highest categories, II 
(high competence) and I (very high competence) differ based on competence and catchment 
area. Hospitals included in the second category typically provide services within a county and 
neighboring counties whereas category I hospitals are regional hospitals and are expected to 
cover the need for high-level healthcare in a wider geographical area.  
 
The classification was designed to be a first important step in improving the systemic 
coordination of hospital care with expected improvements in efficiency and transparency. The 
new system, it was hoped, would stimulate the use of performance budgeting while reducing 
costs due to treatment at a different level of care than adequate (Ministry of Health, 2010, p. 
48). By reducing duplication between hospitals, it was also expected that efficiency would 
improve. The different categories of competence would also help with investment decisions in 
equipment and infrastructure as well as service contracts with the National Health Insurance 
House. The classification system has been the object of considerable amendment since it was 
first proposed. This has been due to different interpretations of the classification criteria, with 
some hospitals claiming the right to be included in a higher category than the one to which 
they were originally assigned. These hospitals have lobbied their way up to a greater status.  
 
Along with the new classification system, policy makers initiated the process of hospital 
planning. The national plan would ensure the functional coherence of the system as a whole 
following decentralization. Three principles formed the backbone of the new project for the 
development of a hospital master plan, the first of its kind in Romania:  
 
 Equitable access to specialized acute care within one hour under normal weather 
conditions; 
 Optimal distribution of diagnostic and treatment equipment;  
 Optimal size and structure of the area, and acute hospitals need to be situated in the 




It was also expected that regional and local plans would be developed starting from the master 
plan, and these would form the basis for hospital restructuring, closing or the construction of 
new facilities, if need be. Importantly, the Strategy only discussed in very general terms how 
hospitals would interact and coordinate their activity horizontally and vertically with other 
levels and types of care. Reform has reached the stage of proposing a new structure – 
reshaping the system – while the rules for operating within the structure have yet to be 
thought through and adopted. These instruments of coordination are fairly new – regulation, 
in fact, is the primary coordination mechanism at the disposal of the Ministry of Health. This 
takes the form of comprehensive healthcare law, i.e. Law 95/2006, and a variety of specific 
legal acts such as emergency ordinances, government decisions and ministerial orders. These 
legal instruments target a particular matter, such as the methodological norms for the 
centralization of public procurement of hospital equipment, the approval of the framework 
contract for hospital managers (Ministerial Order 1384/2010), the classification of hospitals 
(Ministerial Order 323/2011) or the monitoring of hospital costs (Ministerial Order 
858/2012). These are legally binding and noncompliance is sanctioned. Authorized 
institutions and agents are entitled by law to control (a word used in the legislation) and 
investigate the activity of hospitals, including costs and quality, and general compliance with 
the law. Following decentralization, local authorities can exercise control in the decentralized 
hospitals in their jurisdiction, but the Ministry of Health through the local public health 
authorities in each county can also control the activity of decentralized hospitals. In the case 
of the hospitals that have remained under the ownership of the Ministry of Health, the 
mechanisms and instruments of coordination did not change. The standard hospital 
management contract, approved through ministerial order, includes a list of performance 
indicators on which hospital management needs to report. These include four types of 
indicators pertaining to human resource management (six indicators), service utilization (ten 
indicators), finance and economics (six indicators), and quality (six indicators) (Ministerial 
Order 1384/2010). To exemplify, the quality indicators hospital management is held 
accountable for comprise the following: the mortality rate per hospital overall and per hospital 
unit, nosocomial infection rate per hospital and hospital unit, readmission rate within 30 days 
after discharge, concordance index between the diagnosis upon admission and discharge, the 
percent of patients transferred to other hospitals out of the total number of admitted patients 
and the number of recorded complaints. These are fairly standard hospital indicators 




Cases and problems of coordination 
 
Coordination of financial resources: A problem of contradiction  
 
 
The healthcare system in Romania is based on social insurance and characterized by 
purchaser-provider split. Within the social insurance system, the National Health Insurance 
House is the principal actor. The insurance house is currently organized as a quasi-
independent public body, the main function of which is to purchase and pay services from 
different providers in the healthcare system, be they primary care practices, hospitals or other 
providers. In addition to the national insurance house there are 42 local insurance houses (one 
in each county), including one in Bucharest serving the area surrounding the capital. The local 
insurance houses are public institutions with their own juridical status and budget. They 
operate locally on behalf of the national insurance house and are responsible for local 
implementation of the policy and strategy of the national organization. They have their own 
statute but function within a general framework approved by the mother organization. The 
share of statutory insurance in the total health expenditure has constantly grown since 1998. 
While in 1990 the system was funded 100% through general tax, in 1998 general tax 
represented 31.8%, local tax 0.6% and the biggest share was statutory insurance with 64.6%. 
This share of the statutory insurance grew constantly and reached 80.7% in 2001 and 82.7% 
in 2004 reflecting the new realities of healthcare finance in Romania based on social 
insurance. The share of non-insurance revenue (i.e. general central tax) fell as a result of the 
change of the system with the adoption of the social health insurance system. The national 
insurance house distributes funds to local insurance houses according to a formula that 
accounts for the number of insured persons and the mix of population risks in each county. In 
a context of scarce financial resources and the financial crisis, there has been (and continues 
to be) on-going interest in finding additional sources of revenue, including co-payments and 
local tax. The hospital decentralization reform aimed at creating the premise to increase local 
financial responsibility as a means to create additional funding sources in healthcare. The 
collection of funds is sensitive to the state of the economy and employment rates, which have 
fluctuated considerably. Romania’s GDP has grown significantly in the past 15 years, starting 
in 2000. In the first decade after 1989 the industrial output dropped significantly following 
measures to restructure the former communist economy centered on heavy industry (Figure 8 
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below). In the years preceding the outbreak of the financial crisis in 2008, GDP per capita had 
increased more than five times. Similar overall economic trends can be observed across the 
European Union with the important qualification that there are significant differences in 
absolute terms between the different regions of Europe. Romania’s GDP per capita, though it 
has grown significantly, is still among the lowest in Central and Eastern Europe, and 
considerably smaller than in Western Europe (Figure 8). Whereas Estonia’s per capita income 
fares better than the average in the EU12, Romania’s GDP per person is situated below the 
EU12 average.  
 
Figure 8: Gross Domestic Product per capita in Romania in USD, 2000-2011 
 
Source: World Health Organization, European Health for All database, updated July 2013 
 
The percent allocated to health from both public and private sources is comparable to that of 
other countries in Central and Eastern Europe, and fluctuated slightly around 4%. In 2000, for 
instance, the share of GDP from public sources was 3.5%, but since then the trend has been 
slightly ascending reaching 4.7% in 2011 (Figure 9). Nevertheless, the share is still among the 
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Interestingly, Romania’s share of health expenditure as percent of GDP has been close to 
Estonia’s share, and in recent years starting in 2011 they have been similar at 4.7% of GDP 
(Figure 9)  
 
Figure 9: Public sector expenditure on health as percent of  
Gross Domestic Product in Romania, 2000-2011 
 
 
Source: World Health Organization, European Health for All database, updated July 2013 
 
There are two severe problems concerning the coordination of financial resources: the total 
funding of the system and the funding mechanism. As the previous graphs clearly show the 
financial resources allocated to health are relatively low compared to the EU average. 
Healthcare in Romania, relative to other countries in the EU – both EU15 and EU13 – has   
been severely underfunded and has remained so 25 years after the collapse of communism. 
This is a clear theme that has emerged from both the primary and secondary data collected. In 
a poorly-resourced context, there is a contradiction between the actual costs of services and 
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accumulated debt (hospital arrears). Some hospitals also treat more patients than they receive 
reimbursement for, which has the same effect of accumulating debt and endangering the 
functioning of the hospital and possibly the quality of healthcare. For example, one member 
of the executive board of a large hospital shows how large the difference is between the 
number of treated patients versus the number for which the hospital was paid:  
 
“We were reimbursed for 39,000 patients though in reality we treated 42,000. This led to 
arrears which subsequently had to be financed from the state budget. There is not enough 
money for all this volume; we are talking here in the case of an emergency hospital and 
emergency services are free.” (Interviewee 27)  
 
The financial arrangements are not realistic and the same is the case with the structure of 
healthcare provision which still is disproportionately geared towards inpatient care. Although 
measures have been taken in recent years to foster a greater role for primary, ambulatory and 
day care, the extent of the use of inpatient care is overwhelming and financially suffocates the 
healthcare system. In this context, hospitals exercise their creativity and find ways to cope 
with the situation through corrupt means, such as altering the diagnostic or fabricating cost-
related data:  
 
“There is a tendency to alter the diagnosis to receive more money from the insurance house 
which funds hospitals based on a historic budget plus negotiations between the hospitals and 
the insurance house… it’s also possible through personal contacts to share the remaining pie 
after the budgets have been divided. What is left can be given preferentially on the basis of 
informal grounds.” (Interviewee 25) 
 
Not only is the pie small, but the way in which the pie is shared is also considered to be 
severely flawed. The DRG mechanism, though it has gone through change since it was first 
adopted, is assessed to be unrealistic and lacking in transparency. It produces severe 
dysfunctions in the financing of hospitals and perpetuates a culture of “fooling ourselves”, as 
one interviewee vividly characterized it:  
 
“In addition to issues with the lack of personnel and underfinancing, we experience two other 
contextual problems that affect our activity. First, the DRG system which has not been 
adapted to Romania and it was taken first from the American DRG and then the Australian 
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one. The DRG costs are unsuitable for Romania and they do not reflect the real costs and as a 
result the Romanian creativity leads us to hide certain things to look better and be funded 
better. Practically we are deceiving ourselves, but if everybody does this then you also have to 
do it because otherwise you end up with a sum of money with which you can barely pay the 
salaries.” (Interviewee 18)  
 
Another interviewee sheds further light on why the DRG is flawed:  
 
“The current financial mechanism used to finance hospitals, based on the DRG system, 
produces major dysfunctions in how hospitals operate. This is because it was poorly 
implemented from the beginning. At first it was based on the American system, then it was 
replaced with an Australian one and when it adopted the Romanian values, what happened in 
fact was that we put something Romanian on something that did not fit our country… In 
Romania the money included in the DRG also included other costs, not just the treatment 
costs, such as utilities, renovations and so forth so all hospital costs were in fact included in 
this DRG which was not the same as the American DRG and so it could not work. The 
Australian DRG tried to regulate things a little bit and to look at things from a different 
perspective but eventually the same thing happened as before. Currently the money allocated 
to health is not sufficient to cover what is needed in reality and the allocation mechanism 
between different types of medical assistance could also be improved.” (Interviewee 17) 
 
Adopting a finance mechanism uncritically proved to be highly problematic. The DRG system 
is, however, widely used across the world, which leads us to question if it is the mechanism 
itself to be blamed. The issue at stake is that the DRG prices are not concordant with the 
reality in Romania. There is no easy answer to the question why Romanian authorities did not 
insert realistic prices into the DRG system. Compared to the first versions of the system the 
compatibility between DRG and real prices has improved, but there are still significant gaps, 
as shown in this chapter. This is at least partly due to the limited financial resources of the 
healthcare system and also limited administrative capacity to manage the system properly, 
though the latter has improved as experience and expertise have accumulated. We question 
the wisdom of the decision to use a DRG system that was not suitable for the reality on the 
ground – following an international fashion and applying it to a context that was not yet ready 




 Centralizing public procurement 
 
 
Public procurement of medical equipment is a special case that has been the object of much 
debate and change in the context of decentralization reform and discussions about hospital 
autonomy. Since the trend in hospital policy in Romania has been towards greater 
decentralization and timidly towards an increase in hospital autonomy, one can expect the 
same change in the important area of public procurement. However, this has not been the 
case. Procurement of medical and sanitary equipment was the responsibility of hospital 
administrations but in 2012 a government emergency ordinance (OUG 71/2012) designated 
the Ministry of Health as the only centralized public procurement unit. A subsequent 
ministerial order established the methodological norms for the organization of centralized 
procurement. The ministerial order, among other provisions, includes the list of products that 
form the object of centralized procurement. The list comprises medication, medical, sanitary 
and safety equipment as well as auxiliary services such as automobile fuel and lubricants. The 
order clearly establishes the Ministry of Health as the authority in the matter, but leaves some 
room for hospital management who can make recommendations on what products the list 
should include. It is important to note that the emergency ordinance and ministerial order are 
universal in scope – they apply to both centralized hospitals under the direct coordination of 
the Ministry of Health as well as to the decentralized hospitals under the direct coordination 
of local authorities. There is one exception here: central policy makers decided that medical 
equipment financed from local sources granted by local authorities, donations, and funds from 
other projects does not form the object of centralized procurement. The procurement 
procedure includes a number of provisions concerning the role of each institution, as specified 
in the government ordinance:  
 
 The Ministry of Health first signs framework contracts on behalf of the centralized and 
decentralized public hospitals; 
 On the basis of the framework contracts, public hospitals sign subsequent contracts 
with the providers of medical equipment and the contracts need to be approved by the 
Ministry of Health.  
 
The entire procedure includes a number of steps, as described in the ministerial order. The 




1. Developing the list of medication, sanitary materials, medical equipment, safety 
equipment, services, automobile fuel and lubricants.  
 
In response to this first step, within 15 days since the publication of the list, public hospitals 
must report the following data to the public procurement unit in the Ministry of Health:  
 
 The minimum and maximum quantities and volumes of materials and services needed 
for a year; 
 Technical specifications of products and services that were used in the past before the 
request for data; 
 Prices per unit for the products and services used in the past; 
 Any other data requested by the centralized public procurement unit.  
 
2. Developing the documentation for attribution 
 
A commission is established for the purpose of developing the documentation that will form 
the basis for the procurement decision. Three of the members are experts in the field and 
representatives of three different public hospitals or public institutions (e.g. chief doctors) 
while two are representatives of the Ministry of Health. It is important to point out that 
ultimately it is the Ministry of Health that decides on all five members of the commission. All 
members need to be appointed by the Ministry of Health.  
 
3. Asking for a second expert opinion 
 
To validate the technical specifications of materials that form the object of public 
procurement, the Ministry of Health proposes and selects two additional independent experts.  
The substantiation note to the government decision explains the need for centralized 
procurement on efficiency grounds. It argues that there are major price differences, in some 
cases as high as ten times, from one public hospital to another for the same products and 
services. By centralizing procurement the Ministry of Health hoped to achieve economies of 
scale, reduce price variation from one medical institution to another, standardize the quality of 
purchased materials and improve the continuity in the acquisition of products and services. 
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The substantiation note argues that this change is part of a trend occurring in many other 
European countries seeking to do more with less. The case of centralizing public procurement 
is a case in point and ultimately shows the fragility of policy ideas in a changing context. The 
argument for the centralization of public procurement, interestingly enough is framed in a 
context of financial hospital autonomy, but there is no discussion of how centralizing 
procurement might affect the autonomy of hospitals. Considering that improving the 
autonomy of hospitals has received much interest from some health policy makers in recent 
years, the decision to centralize procurement is a move against the tide triggered by economic 
considerations and an interest in keeping things under control. There is evidence originating 
from the Ministry of Health itself that centralized public procurement led to savings in 2013, 
the first year since procurement was centralized, and is expected to improve continuity and 
standardization of the quality of materials purchased. It is too early to evaluate whether the 
latter two benefits have occurred in reality. Concerning savings, the Ministry of Health leaves 
no room for interpretation. In some cases, savings have reached 33.6% as, for example, in the 
specific case of the purchase of 1.4 million doses of hexavalent vaccine (Ministry of Health, 
2013). In other cases, such as the purchase of tuberculosis medication, the Ministry claims to 
have obtained savings up to 28%. A third product included in the savings list includes the 
purchase of automobile fuel, for which a 6% discount was obtained compared to the regular 
price at the gas station. Despite these optimistic figures the question remains whether 
centralized procurement is beneficial in the medium and long term. Assuming that hospital 
autonomy is the way to move forward, which seems to be the case judging by the recent 
policy ideas, procurement is, however, one example of a state of affairs that is still favorable 
to central control. It is a signal that in fact central control is necessary, despite the on-going 
talk about hospital autonomy. As attractive as savings and standardization may be, 
centralization of procurement sends out different and conflicting messages that, in our view, 
are difficult to reconcile:  
 
“Though the idea is well motivated and we understand the reasons, it affects us and 
contradicts the principles of decentralization which were so actively promoted in recent 
years.” (Interviewee 27) 
 
This is particularly problematic in Romania where hierarchical control has remained the 







As in the previous chapter, in this section we return to the theoretical propositions introduced 
in Chapter 3. We seek to explain the empirical findings in light of the propositions derived 
from principal-agent theory and sociological institutionalism. We begin the theoretical 
discussion with the propositions derived from principal-agent theory and then continue with 
the role of the hospital system culture. 
 
 
Positive and negative incentives 
 
 
Proposition 1: Positive incentives designed by central institutions with a coordinating role 
enable hospital system coordination 
 
Proposition 2: Negative incentives (or penalties and sanctions) designed by central institutions 
with a coordinating role enable hospital system coordination 
 
The principal-agent theory posits that the use of positive incentives such as financial stimuli 
employed by coordinating institutions facilitates the coordination of hospitals. This is 
expected to improve coordination and the alignment of goals between the principals and the 
agents. Coordination problems are expected to be ameliorated if not resolved. It is also 
assumed that hospitals – the agents – favorably respond to these incentives, if they are strong 
enough, and choose to be coordinated according to the principal’s intention. These incentives 
are expected to resolve potential conflicting interests and differing goals between the two 
sides. The agents are public hospitals while the principals are the insurance house, the 
Ministry of Health and, importantly, local authorities that can and have provided positive 
incentives to decentralized public hospitals in their jurisdiction. Positive incentives principally 
take the form of financial contributions which in a low-resourced context can be expected to 
make a significant difference. If we consider the incentives developed by Romanian national 
healthcare institutions in the context of the decentralization reform, we can conclude that 
these have been negative rather than positive. The main message has been to reduce “the 
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excess fat” and increase the control of what was considered to be poorly managed. 
Furthermore, the financial restrictions that accompanied the financial crisis led to a 25% 
reduction in the salary of the medical personnel operating in the public sector. This measure 
was accompanied by a “freezing” of new employment contracts in the public hospital system, 
despite the observation that there were already shortages. In some specialties this has 
exacerbated the existing problems and posed further strain on the already ailing system. The 
problem has become so acute that it convinced some that the shortage of medical personnel 
has become the main problem of the system in recent years. This market effect is similar to 
the one found in the case of Estonia:  
 
“What we are most affected by at the moment is the personnel structure and lack of personnel 
since, as you know, hiring is blocked nationally and we have still had a deficit of a number of 
posts. Practically this affects us to the extent that we don’t have enough specialists to use 
some of the super-modern equipment and laboratories, worth hundreds of thousands of euro 
we had invested in previously. We had spent the money, 1 million euro, for instance in an 
angiography laboratory, but we cannot use it, I mean we use it but not at full capacity because 
we don’t have enough specialists. […] I don’t think that this problem is specific to our 
hospital only; I think it’s more general and in fact all state hospitals are experiencing this 
challenge. At this moment, I mean some state hospitals are also experiencing financial 
problems but all hospitals lack personnel. The latter has perhaps become a greater issue than 
the problem with underfinanced healthcare. Money perhaps you can find here and there but 
you cannot make specialists that fast and in the case of Romania people only leave, almost 
nobody comes in from abroad.” (Interviewee 18) 
 
“Medical personnel can move freely and although some private medicine faculties were 
created, the outflow is greater than what we produce. Furthermore, it’s difficult to plan for the 
future how many specialists you need in a specialty since, let’s say, radiologists or 
anesthesiologists leave the country, which is what is happening in reality. This is a relatively 
new phenomenon and is acute. So far we have always complained about the lack of money 
and said to ourselves that if we had more money we could do anything, but now we see that 
having money is not enough, and you realize that you face other problems.” (Interviewee 18) 
Reducing already low salaries by 25% and the opening up of the borders especially since 
2007, when Romania joined the EU, constituted strong incentives which the medical 
personnel reacted. The issue, as the above quotations show, has become pervasive and 
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systemic. We can argue that these negative incentives were not initiated by central 
coordinating institutions, but were rather a necessary response in a difficult time. On the 
positive side, central institutions have attempted to develop policies to regulate the ailing 
system but these, though promising, have not yet produced significant results. The culture of 
the hospital system, characterized by low mutual trust between stakeholders and low 
compliance with ethical standards, has resisted the central positive incentives. They may 
make sense to national policy makers but they make little sense further down into the trenches 
of day-by-day hospital management.  
 
Locally, following decentralization we have seen that local authorities were given the 
responsibility to contribute financially to the operation and development of local hospitals. 
This is a type of positive financial incentives developed by the local principals with the aim to 
ensure the ongoing operation and growth of local hospital facilities and hospital care. This is a 
new development in Romania and there is evidence that some local authorities possessing the 
financial and administrative capacity, as well as the political will, have positively assumed 
this responsibility and made a significant contribution to hospital budgets. However, only 
some of the local authorities have had the administrative and financial capacity to actively 
assume these new responsibilities – our data does not allow an exact estimate of what 
proportion. 
 
At the same time, some local authorities have actively assumed their coordinating role and 
made decisions to re-organize the local hospital network. This meant in practice that not all 
individual hospitals benefited from decentralization – some were closed or re-organized while 
others were further supported. Finally, it is useful to question the purpose of these incentives – 
both positive and negative. For our purposes we assumed that the incentives are used with the 
aim of improving coordination and tackling coordination problems. The negative incentives 
cannot be said to be means to improve coordination – they were something that had to be 
done, but that nobody seemed to want to do. The financial contributions made by local 
authorities, however, can be said to have aimed at improving coordination, but this was not 
necessarily the main or the only purpose. In a poorly-resourced environment other more 
urgent matters came first such as renovating existing buildings, replacing old equipment, 
paying arrears, buying medication, and so forth. Coordination may have had to do with these 
purposes but the incentives were not primarily targeted at improving coordination. The need 
for coordination exists, particularly avoiding duplication resulting from a multi-site hospital 
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infrastructure – a legacy of the oversized communist hospital sector. Nonetheless, this goal is 
perceived to be less urgent and receives less attention than the crisis of medical personnel, 
medication and sanitary equipment. These affect the very ability of hospitals to deliver 
treatment while duplication and coordination, though important, can wait. This hospital 
manager of one of the largest hospitals in the country explains how the multi-site – more than 
thirty different locations – hospital infrastructure leads to duplication:  
 
“Concerning duplication, this is a problem in our hospital; this is due to the building structure 
of the hospital, we are located in more than 30 different buildings scattered across the city. So 
inevitably we cannot have one centralized laboratory only, for example, I need to have this 
possibility in many of the other existing buildings, so redundancies exist. The hospital would 
function better if it was located in one major building only. These redundancies would no 
longer be an issue; we would have them centralized in one place. They are more economical; 
our hospital is not economical, we have to pay a lot of fixed costs for a wide range of services. 
So this is the situation.” (Interviewee 17) 
 
This case is not solitary – many large hospitals still inherit the basic infrastructure built years 
ago and though there are plans to create integrated regional healthcare centers in each main 
region across the country, this ambitious goal can only be achieved in the long run. For these 
reasons, in the case of public hospitals in Romania we can legitimately question the 
effectiveness of incentives for coordination purposes. In those cases when incentives 
specifically target coordination the situation may be different but thus far this has only rarely 
been the case. 
 
 
Information asymmetry and imperfect monitoring 
 
 
We now turn to the proposition concerning information asymmetry and imperfect monitoring.  
 





By possessing information that principals do not entirely have access to, agents can eschew 
the control of principals. The monitoring tools at principal’s discretion can be imperfect 
which in practice means that the principal does not have enough information to control the 
agent’s activity. It is either due to insufficient or inaccurate information or to poor monitoring. 
Translating this arrangement for the purposes of our research, we are interested in the role that 
potential information asymmetry and imperfect monitoring play in the coordination of public 
hospitals in Romania. Under information asymmetry, public hospitals have information that 
central and local authorities do not have. Under these circumstances ineffective coordination 
is attributed to lack of information about the activity and behavior of public hospitals. Our 
research suggests that information asymmetry does not adequately explain coordination in the 
Romanian public hospital system. We have not found empirical evidence in this sense. Our 
findings suggest that the coordinating institutions do possess the needed information. The 
problems are known but this does not necessarily facilitate coordination. One case in point is 
the financing system in which case there is a major problem of contradiction between the real 
costs and the amount covered by the insurance fund. In this case, it seems naïve to believe that 
national institutions do not have information on the actual costs of services. The DRG is on 
the one hand not new and, on the other hand, there has been much debate about the 
contradictions in the DRG system. Some interviewees, however, have argued that in reality 
there is much more confusion about actual costs than it may seem at first. Some have claimed 
that without accurate information on the costs of healthcare it is difficult to develop a realistic 
funding arrangement. The costs that fed into the DRG were produced “in the office” and 
information on actual costs is perceived to lack in transparency (Interviewee 21). Nonetheless, 
this statement, which is shared by some hospital interviewees, may come as a surprise at first. 
The reason for this is that hospitals are required to report, and are controlled for, their 
financial situations. According to a recent ministerial order, hospitals need to report, for 
instance, the value of each type of contract with the insurance house (Ministerial Order 
858/1194/2012). The reporting tools seem to be in place. The Ministry of Health and local 
authorities are supposed to evaluate the performance of hospital management on the basis of 
the performance indicators in the standard management contract. There is some evidence that 
this occurs in reality and is not a simple formal exercise:  
 
“The Ministry of Health exercises its duties. If you look at the standard management contract 
there are performance indicators there… the Ministry goes to check and control these 
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performance indicators. So I cannot say that given its capacity, the Ministry has not done its 
job.” (Interviewee 16) 
 
It is debatable how accurate this reporting is, considering the specific hospital system culture 
affected by poor management and corruption. Nonetheless, there is no clear indication that 
coordinating agencies lack the information to perform their coordinating functions. The 
specific details of costs and quality may not be known entirely, but the main problems are 
well known and yet little is achieved in practice, which means that there are other more 
important factors at play.   
 
The second point concerns imperfect monitoring. In essence principal-agent theory posits the 
same idea in the case of monitoring as in the case of information asymmetry. It is the 
asymmetry of information that is central to the theory and not the type of and manner in 
which monitoring is performed. Ultimately in principal-agent theory the effectiveness of 
monitoring is assessed by how much useful information the principals obtain as a result of 
monitoring. The added element in this case is that lack of information is explained by how 
effectively the principal monitors the agent’s activity. However, how monitoring is conducted 
may be as important as the purpose for which it is carried out. Monitoring and evaluation are 
important ingredients of good coordination in any hospital system. This is particularly so 
considering the relatively complex Romanian healthcare system and accountability lines 
(World Bank, 2011). On the one hand, decentralized hospitals are supposed to be coordinated 
locally, but at the same time need to report nationally to the Ministry of Health and the 
National Health Insurance House for national, systemic coordination to be effective. On the 
other hand, local administrations are subject to the supervision and regulations of the Ministry 
of the Interior, rather than those of the Ministry of Health. This may weaken national health 
coordination and further blur already complex accountability lines. Another area of criticism 
concerns the actual role, in addition to the manner in which the role is carried out. Changes in 
healthcare systems internationally, especially in the Western world, have included a 
reconsideration of the role of central government players. In the case of public hospitals, 
ministries of health have sought to strengthen their policy and regulatory function while 
administrative and management tasks have been devolved locally. Hospitals, likewise, have 
been granted increased managerial autonomy so that ministries of health have taken a step 
back from management and assumed the role of steward rather than administrator. Performing 
a wide range of responsibilities comes at the cost of weak policy and planning particularly in 
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a context of limited capacity. The 2010 legislation and substantiation notes have emphasized 
these limitations and included provisions for change along the lines underlined above 
(Substantiation note to Government Decision 303/2011, p. 4). Despite this general direction, 
official documents still emphasize the role of the Ministry of Health as one of control – a 
word that appears frequently in the documents. For instance, in the section “Expected 
changes” of the Substantiation note to the decentralization act, we read that “the control over 
the medical activity undertaken in the decentralized public hospitals as well as in private 
hospitals is exercised by the Ministry of Health” (emphasis added) (Substantiation note to 
Government Emergency Ordinance 48/2010, p. 3). Rather than framing the role in terms of 
governance, coordination or stewardship, policy makers still prefer to use a hierarchical 
terminology. Hospital interviewees also perceive this idea of control as the main coordination 
mechanism. This culture of control is a key element of the hospital system in Romania. It 
reflects the interaction between the main stakeholders and is related to the low level of trust 
between central authorities and public hospitals.   
 
In performing its financial control functions, the Ministry of Health is perceived to use control 
as a means to punish rather than recommend improvements (Interviewee 27). There is no 
concrete evidence that this form of top-down coordination has proved effective, but it is 
difficult to explain whether the type of coordination itself explains this finding. Other types of 
coordination need to be assessed and compared with control and conclusions need to be 
drawn about the potential merits of alternative coordination mechanisms. In terms of 
information asymmetry we can conclude that it plays a minor part in explaining coordination. 
We suggest that other alternative explanations, to which we now turn, are better aligned with 
the collected evidence.     
 
 
Conflicting interests and goals and the hospital system culture 
 
 
A fourth proposition derived from principal-agent theory concerns the presence of conflicting 
interests and goals between principals and agents. 
 
Proposition 4: Conflicting interests and goals between principals and agents hinder central 
hospital system coordination 
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The specific propositions concerning the role of the hospital system culture in explaining 
central coordination of public hospitals are as follows: 
 
1) The interaction between health policy makers, medical profession, hospital 
management and patients influences central coordination of public hospitals 
2) Mutual trust between health policy makers, medical profession, hospital management 
and patients is helpful to central coordination of public hospitals 
3) Stakeholder compliance with ethical standards affects central public hospital 
coordination. Usually high levels of compliance with declared standards will assist in 
the implementation of official attempts at coordination 
4) Hospital system culture is one reason for the differences in coordination across the 
selected hospital systems.  
 
Principal-agent theory postulates that due to different interests and goals the principal 
encounters difficulties in controlling the activity of the agents. Rather than pursue the goals of 
the principal, the agents are supposed to be interested in their own welfare, which is assumed 
to be costly to the principal. To address this misalignment of interests and goals, and reduce 
the cost, the principal can create incentives to bring the agents on the same page as the 
principal’s. In the context of public hospital coordination, the idea of differing interests and 
goal is very fitting. In a complex world as that of healthcare with different actors and 
professional groups, we can safely expect that hospitals’ interests and goals differ from those 
of the coordinating agencies, be they the Ministry of Health or local authorities. Coordinating 
institutions are expected to be interested, for example, in the efficiency and sustainability of 
the hospital system as a whole whereas specific hospitals or local authorities might be 
expected to pursue their local and organizational interests and goals. They may lack the 
systemic perspective. Our research shows that conflicting interests and goals are a useful lens 
to explain coordination of public hospitals in Romania. This may be surprising at first if we 
consider the limited autonomy of hospitals. We would expect that hospitals with limited 
autonomy might be more easily coordinated than those which enjoy a greater degree of 
autonomy. Autonomy might pave the way for developing organizational interests and goals 
which would be more difficult to do in a closely-coordinated arrangement. This, however, is 
not the case. It is especially because of differing interests and goals that the Ministry of Health 
and local authorities seek to keep hospitals under control. Hospitals react to this control by 
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questioning its logic and usefulness, as expressed by this director of medical care of a 
decentralized hospital:  
 
“The county council functions differently, in ways that are incompatible with the healthcare 
system. Any approval takes longer to obtain, and any proposal on our part needs the council’s 
approval (i.e. the politicians’ approval), and this involves time and sometimes we get innocent 
questions that reflect the fact that they do not work in the field. They have certain suspicions 
concerning how the hospital works, and we need to give them explanations why we want this 
or that.” (Interviewee 18)  
 
“The budgetary restrictions as a result of this crisis which never seems to come to an end, 
affected the hospital in two ways: both from the center and from the local council. Each came 
with their own restrictions, if you like. And we have the impression that these don’t make 
sense.” (Interviewee 18) 
 
Local authorities believe that asking “innocent questions” is a justified means of coordination 
in a context of alleged ethical problems. This creates a situation in which owners question the 
integrity of hospital management, but at the same time hospital management, in turn, question 
the politics of hospital governance and the capacity of the governing bodies. This turns into a 
blame game characterized by strong ethical and political connotations. It constitutes a vicious 
circle which perpetuates the lack of trust between institutions and as a result perpetuates a 
culture of control, which leads to bureaucracy, duplication and frustration.  
 
The dimensions of the hospital system culture incorporated in our understanding of the term 
proved highly useful in making sense of why coordination has proved ineffective in Romania. 
It shows how well-known values, norms and behavior patterns are shared and constitute a 
culture in their own right which proved highly resistant to change. Concerning the interaction 
and power struggle between the central health policy makers, local politicians, the medical 
profession, hospital management and patients, we found that the key players are central policy 
makers, the elite medical profession and pockets of local political influence. This role of local 
politics has intensified following the decentralization reform. We have not found evidence 
suggesting that hospital management, as a distinct profession, or patients constitute important 
stakeholders in hospital coordination in Romania. This is not surprising considering that the 
autonomy of hospital management (or directors, as they are still more commonly referred to) 
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has been and remained limited. The medical profession, particularly the elite medical 
profession, is much stronger in Romania than hospital management. Moreover, a culture of 
limited civic engagement, despite progress, has meant that in reality patients do not yet have 
sufficient power to significantly influence organizational reform. Furthermore, both the low 
level of trust between these stakeholders and limited compliance with ethical standards and 
existing regulation are important cultural factors that help explain coordination problems in 
the Romanian public hospital system. In what follows we further describe the specific 
mechanisms through which these cultural factors affect central coordination.  
 
The ideas of decentralization and hospital management autonomy promoted by central policy 
makers in recent years are desirable and a step in the right direction. These changes, if well 
adapted to and implemented in the context of Romania, are aligned with international trends 
and can prove beneficial. In the case of decentralization the opposition to reform had a 
practical rather than ideological connotation – decentralization in the Romanian context is 
perceived as a good idea, but practical limitations hinder it. Hospital autonomy is associated 
by some with privatization and is a more contested type of change both ideologically as well 
as practically. Efforts to reform the system more profoundly than a simple change of 
ownership have been faced with professional resistance which is led and controlled by old-
school chief doctors and heads of specialties who dominate decision making in hospitals.  
Some interviewees, for instance, have described them as displaying a “caste behavior” – a sort 
of elite epistemic community – that is averse to new and is interested in preserving the status 
quo to their advantage. They are averse to new organizational arrangements that shake up 
their position but may, nevertheless, support change that would reinforce it, such as 
investments in new medical technologies. Others have preferred to use the phrase “feudal 
system” characterized by hierarchy that tends to rule over peers that have not arrived at the 
top. Elitist thinking and acting is representative of these heads of unit who are “running the 
show” of health policy making in the country nationally and locally:  
 
“The Ministry of Health is involved and it tries and has found solutions, see for example the 
decentralization reform, so I cannot say that the Ministry is not active. But it works slowly 
and is faced with decision makers in hospitals. These are people who want to maintain the 
status quo, to keep oversized hospitals and an oversized system. Some chief doctors (the 
heads of different specializations) don’t want to lose existing posts, they say they need to have 
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a certain number of beds, etc. This is where the Ministry hits the wall. It’s not that the strategy 
of the Ministry is not right.” (Interviewee 16) 
 
The above quotation sheds light on how the elite medical profession resists ideas that are 
otherwise considered necessary. Thinning down the system more deeply than has been the 
case so far, to improve quality and efficiency, has met professional resistance from the top of 
the medical hierarchy. Hospital managers, some of whom are doctors themselves, but not 
“top” doctors, are lost as in a labyrinth that seems too complex to manage. This interviewee 
possessing an economic background helpfully explains the dynamics between hospital 
managers and the elite medical profession. If doctors must be the heads of specialties and if a 
head of specialty needs to perform management tasks, then what we can conclude is that 
doctors need to develop management skills in addition to their medical profession. The role of 
head of specialty involves management tasks. However, it is questionable whether in reality 
chief doctors are competent and interested in management. They may want to control the 
management decisions but not perform the management tasks: 
 
“Let’s not forget that it is doctors who are the heads of specialties, so when you talk to them 
about management you need to transpose them into a different dimension, an economic 
dimension and not all of them understand this dimension… Cost management training for 
these chief of units would be very beneficial. They need to know what is efficient and what is 
needed and what they need to do as a consequence […] It’s important that managers have a 
medical director in the management team… the manager needs to be involved in the medical 
world too and needs to understand it and there needs to be harmony […] Doctors care about 
their status, but working together with managers would be beneficial. Doctors, however, often 
act as a separate caste, with their own professional pride and it’s hard to make them think 
differently. I have met good professionals in my 40-year experience in the system but they 
were bad managers. […] Each chief doctor and head of specialty has inevitably some 
management tasks to perform… Some heads of unit don’t want to get involved in 
management tasks, they want to work only in their profession but if they are head of units 
they inevitably need management skills.”  (Interviewee 16)  
 
Concerning compliance with ethical standards, we have shown in this chapter the acuteness 
and scale of this problem, and the implications that stem from it. We have shown specifically 
how this unethical behavior takes different forms, such as the acceptance of informal 
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payments, misreporting of data and information and illegal procurement procedures. The 
extent of the problem was usefully summarized by one of the interviewees who described the 
pervasiveness of misreporting financial information based on the ailing DRG system:  
 
“The DRG costs are unsuitable for Romania and they do not reflect the real costs and as a 
result the Romanian creativity leads us to hide certain things to look better and be funded 
better. Practically we are deceiving ourselves, but if everybody does this then you also have to 
do it because otherwise you end up with a sum of money with which you can barely pay the 
salaries.” (Interviewee 18)   
 
“If everybody does it then you also have to do it” may sound like a good excuse, but we can 
question if financial survival based on deceit is likely to lead anywhere in the medium and 
long term. Not only is this deceiving but it also perpetuates a culture in which it is acceptable 
to do what is illegal. Managers are not excluded from this picture – the Romanian hospital 
system culture is inclusive enough to affect various actors and professions. These behaviors 
eschew coordination and question the effectiveness of reform. Granting autonomy to hospitals 
is especially problematic in this context and it opens more opportunities for abuse. This abuse 
would then trigger political and administrative control which in turn would lead to possibly 
less autonomy than before the reform, as it was the case with the centralization of 
procurement: 
 
“Managers have autonomy, but managers must be capable. I doubt whether managers in our 
country have the needed administrative capacity to use their autonomy properly and 
effectively. There are a number of reasons why. First, often time doctors are called to act as 
managers; there is a requirement that managers need to have a management education but that 
education could be anything (like a short course or something). A good manager needs to be 
practical, to have a vision, to be experienced, responsible and an ethical person. He needs to 
be ethical because there are many temptations as manager concerning granting contracts, etc. 
Why do you think that the Ministry of Health wants to centralize procurement?” (Interviewee 
16)  
 
“The autonomy is a double-edged sword. Too much autonomy can be harmful… it can lead to 
abuse. The managers as well as the society need to be socialized in this respect. It’s hard to 
change from one extreme (no autonomy) to the other extreme (great level of autonomy) very 
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fast. We have, anyway, inherited some strange habits and it’s very hard to get rid of these as 
individuals as well as society. That’s why I am saying that the hospital autonomy is desirable 
but it needs to be granted gradually. I don’t think a quick increase in autonomy would be 
beneficial. That radical change involving a quasi-total autonomy would be risky because of 
the culture especially if the system continued to be under-funded.” (Interviewee 18)  
 
In this context it comes as no surprise that the reform to increase hospital autonomy, though 
actively promoted, has not yet been adopted. Decentralization, by contrast, was seen as an 
operation to improve responsibility and accountability locally. Local authorities by owning 
and financially supporting the hospitals would be in a good position to hold hospitals to 
account. It is early to conclude whether this has been achieved. For this to happen one needs 
capable and ethical coordinating agencies, to start with, and a more profound change of 
culture which is unlikely to occur in the short to medium run. There is, however, hope for the 
future. Under growing internal and international pressure as part of the European 
Commission’s Co-operation and Verification Mechanism, the judicial system in Romania has 
made significant progress in the fight against high-level corruption (European Commission, 
2015). The challenge, however, is to sustain this positive trend and translate it to the nitty-











CHAPTER 7: COORDINATION OF PUBLIC HOSPITALS IN NORWAY 
 
As the previous two cases, this third empirical case study begins with description, continues 
with evaluation and ends with explanation. We first describe changes in public hospital policy 
and hospital trends and then move on to describe the specifics of hospital reforms as they 
pertain to the decentralization and autonomy of public hospitals. Following this first part, we 
evaluate the relationship between public hospital reforms and coordination problems drawing 
on the primary and secondary data sources. Finally, using the theoretical framework 
introduced earlier in the thesis, we seek to explain the effectiveness, or lack thereof, of central 
coordination. 
 
Overview of healthcare policies (1984-2014) 
 
 
Some authors have identified a number of major reform emphases in the past decades in the 
Norwegian healthcare system (Johnsen, 2006; Ringard et al., 2013). In the 1970s equity and 
geographical access were two of the main goals. In the 1980s policy makers emphasized cost 
containment and decentralization whereas in the 1990s achieving efficiency received special 
attention. In the past 15 years, while all these goals remained important, much emphasis was 
placed on cost control, structural changes and patient empowerment. In recent years, we have 
witnessed a growing interest in improving healthcare coordination, quality of care and patient 
safety (Johnsen, 2006, p. 124; Ringard et al., 2013, p. 119). This focus seems unsurprising if 
we take into account a recent study which found that Norway is lagging behind other OECD 
countries in a number of areas, particularly concerning quality of care (Davis et al., 2014). 
















1984 Municipalities healthcare reform 
Improve coordination locally between 
healthcare and social care 
1992 HVPU 
Downsize institutions for people with 
developmental disabilities 
1997 Activity-based financing 
Give economic incentives to increase patient 
flow 
1998 Action plan for elderly care Strengthen local services for the elderly 
1999 Escalation plan for mental health 
Strengthen and transform mental care both 
locally and regionally 
2001 New healthcare legislation Strengthen patient rights 
2001 Medical overseas project 
Decrease waiting times for hospital care by 
referring patients to treatment abroad 
2001 
Regular General Practitioners’ 
scheme 
Improve quality of medical care locally and 
patient-doctor relationship 
2001 
Liberalization of pharmaceutical 
market 
Increase availability of pharmacies and 
medication 
2001 Individual plan Tool to improve coordination of long-term care  
2002 Central government reorganization 
Increase efficiency and coordination of central 
government bodies 
2002 The hospital reform 
Improve specialist care through reorganization 
and change of ownership 
2003 
Broad Policy for Public Health white 
paper 
Improve and strengthen public health 
2004 Substance abuse treatment reform 
Strengthen treatment and access to specialist 
care for substance abuse patients 
2006 
Changes in sick leave regulation and 
improving capacity in specialist care 
Reduce absence from work by expanding 
capacity within specialist care 
2007 
Restructuring of the Regional Health 
Authorities (RHAs) 
Implement a new organizational structure by 
merging the south and the east RHAs 
2008 
New resource allocation formula for 
RHAs financing 
Provide a more equitable resource allocation 
formula for specialist care 
2011 National Health Registry Project 
Modernize and coordinate the national clinical 
registries and the mandatory national health 
registries 
2012 Coordination reform 
Improve coordination of care between 
municipalities and hospitals and put more 
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emphasis on public health  
2013 
Quality and Patient Safety white 
paper 
Provide a comprehensive approach to quality 
and patient safety issues 
2013 
Non-communicable disease strategy 
(2013-2017) 
Improve non-communicable disease care and 
reduce premature deaths by 25% by 2025 
2013 
Plans to develop a new Health and 
Hospital Plan 
Improve patient centeredness, improve central 
capacity for steering quality of care, possible 
reorganization of the hospital model and the 
RHAs 
2014 
Launch of the new Patient Safety 
Program 
Promote evidence-based patient safety 
initiatives particularly community-based 
healthcare and patient involvement 
2014 
End of municipal co-financing of 
hospital care starting with 1 January 
2015 
Reduce municipal financial risk 
 
Source: Adapted from Johnsen, 2006, p. 125 for reforms from 1984 to 2004; adapted from 
Ringard et al., 2013, p. 120 for changes from 2006 to 2013; European Observatory on Health 
Systems and Policies (2014) and Ministry of Health and Care Services (2014) for 
developments for 2013 and 2014.  
 
 
Of all the different policy initiatives outlined in Table 10, the 2002 reform stands out as the 
main management reform in the hospital sector. The more recent coordination reform is of 
particular interest to researchers interested in coordination in healthcare but for the purposes 
of this study it is only of secondary interest. This is because it primarily concerns coordination 
between primary care and specialist care rather than coordination between hospitals. It also 
deals with coordination more locally rather than centrally or regionally. However, the reform 
does include certain provisions for improving inter-hospital coordination, but these were not 
the main part of the reform (Ministry of Health and Care Services, 2009; Ringard et al., 2013, 
p. 128). More recently, a conservative government came to office and announced a number of 
changes and, among others, launched the initiative to develop a new healthcare and hospital 
plan. The new conservative health and social care minister pledged to emphasize central 
steering of quality of care and patient safety as well as optimization of the hospital structure to 
reduce waiting times and improve access to elective care. The total number of hospitals in 
Norway, as in other countries, has followed a slightly decreasing trend in the recent decade 




Figure 10: Change in the total number of hospitals in Norway, 2006-2011 
 
Source: World Health Organization, European Health for All database, updated July 2013 
 
Data on change in the number of acute hospital beds per 100,000 inhabitants show a 
decreasing trend across Europe over the last decade. The same has been the case in Norway: 
in 2000 there were 312 hospital beds per 100,000 population in acute hospitals whereas by 
2005 there were 291 only (Figure 11). A significant drop can be observed especially during 
2005-2008 so that in 2009 hospital beds per 100,000 population decreased to 238. The data 
show that since then the number has changed very little up to 2011. This observation is 
different for Norway when compared to the data for Europe, which show that the declining 
trend has continued throughout this time. We see that the number of acute hospital beds in 
Norway per 100,000 inhabitants is lower than the average number in both the EU and across 



















Figure 11: Number of acute hospital beds per 100,000 inhabitants in Norway, 2000-2011 
 
Source: World Health Organization, European Health for All database, updated July 2013 
 
 
The 2002 hospital reform 
 
 
The most significant organizational reform in hospitals was the 2001 health care law, which 
entered into force on 1 January 2002 (hereafter the 2002 hospital reform). The reform 
included a number of changes that reshaped the hospital system. Proposition 66 (2000-2001) 
to the Parliament, developed by the then Ministry of Health and Care Services, provides a 
detailed account of the reform. For the purposes of this research the two most relevant 
changes concern the ownership of public hospitals and the creation of hospital enterprises 
(also known as hospital trusts). On the one hand, the central government, through a newly 
established Department of Hospital Ownership in the Ministry of Health and Care Services, 
took over the ownership of public hospitals from the 19 counties which owned the public 
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specialist care from the county to the central government. This responsibility was added to the 
existing financing responsibility of the state. On the other hand, the reform led to the creation 
of hospital enterprises with their own legal status and governance structure and a considerable 
degree of operational autonomy. In between the state and hospital trusts, the reform created an 
administrative layer that consisted of five regional health authorities (RHAs): RHA North, 
RHA West, RHA Center, RHA South and RHA East. The five RHAs became four following 
a merger of RHA South and RHA East in 2007. Thus the new structure comprises three tiers: 
the political (the central government), the administrative (the RHAs) and the operational (the 
hospital trusts). The overall structure is depicted in Figure 12.  
 




The relationship between these different layers is hierarchical in the sense that the Ministry 
owns the RHAs which in turn own the hospital enterprises. Hospital enterprises consist of one 
or more different hospitals which are all part of the same enterprise or trust. It is the enterprise 

























enterprises and these report directly to the RHAs rather than the Ministry. The model thus 
combines central and regional ownership and governance with decentralized management. 
Following the reform, the hospitals were no longer part of the administration of the 19 
counties, but distinct legal entities.  
 
The ministerial Proposition 66 to the Parliament explains in great detail the rationale and 
goals of the reform. First, it was believed that good hospital care involved good organization 
and management and that these would be strengthened if hospitals received more authority 
and responsibility. It was expected that greater hospital autonomy would lead to a more 
efficient use of resources, be they capital, labor, money or knowledge. Second, central 
ownership coupled with regionalized administration and decentralized management was 
thought to improve national coordination and strengthen the policy and steering role of the 
Ministry of Health and Care Services. The Ministry would therefore be able to act aggregately 
and address issues arising from a perceived fragmented system based on county ownership. 
Policy makers argued that the new model would best address the identified weaknesses of the 
hospital system at that time, which according to Proposition 66 included (see also Lægreid, 
Opedal and Stigen, 2005; Magnussen, Hagen and Kaarboe, 2007):   
 
 Long waiting times and concerns about “corridor patients”; 
 Insufficient coordination; 
 Large regional and county inequalities in the use of resources and management skills 
between the different administrations. 
 
These weaknesses were believed to jeopardize the realization of one of the chief policy goals 
of the welfare state – offering high quality healthcare to the entire population across the 
country regardless of the place of residence when it is needed and where it is needed. 
Preceding the reform, two reports, developed by the Hellandsvik committee and Sørensen 
committee, analysed the managerial challenges in public hospitals and recommended a high 
degree of independence and flexibility for hospital management and improvement in political 
control. These changes were believed to be necessary considering the characteristics and 
complexity of hospitals. The roles of the different administrative layers and players were 
considered unclear and it was hoped that centralizing ownership would improve clarity. 
Proposition 66 acknowledges the international context of healthcare reform and summarizes 
developments in other Western European countries since the 1980s. The document mentions 
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that “the health reforms in each country must be understood on the basis of a number of 
political, ideological, historical, cultural and economic factors. Therefore it is not necessarily 
easy to use experience from other countries in designing health reform in Norway.” The 
reform proposal then moved on to categorize four main areas of reform in Europe stating that 
some of these developments have also occurred in Norway. They include:  
 
a) A reassessment of the role of the state and the market in healthcare;  
b) A general trend towards decentralization to lower levels of the public sector as well as 
to private actors;  
c) Greater emphasis on patient choice and patient rights; 
d) Greater focus on public health measures.  
 
There are also opinions stating that the then Prime Minister of Norway and leader of the 
Labour Party, Jens Stoltenberg, came in contact with ideas shared by other European Labour 
Party leaders, most notably the British Prime Minister Tony Blair, the German Chancellor 
Gerhard Schröder and, across the ocean, the U.S. President Bill Clinton. Anthony Giddens’ 
The Third Way: Modernising Social Democracy or “the modernising left,” as Giddens 
himself put it, a close adviser of the British Prime Minister, may in this way have influenced 
the 2002 Norwegian hospital reform (BBC News, 1999).  
 
A number of policy changes introduced in late 1990s and early 2000s created the context for 
the 2002 hospital reform (Proposition 66). First, the funding structure changed in 1997 with 
the introduction of activity-based funding based on the DRG system. This partially replaced 
the allocation of funds from the state budget to counties, and led to a correlation between 
treatment activity and income. Second, in 2001 the Patient Rights’ Act introduced the 
principle of patient choice of hospital across the country. Patients could choose any hospital in 
the country, but it was the county of residence that had to assume the financial responsibility. 
These have introduced greater financial risk than was the case before and some counties and 
hospitals fared better than others. A tipping point that triggered the reform was the year 1999 
when hospitals recorded a higher growth in activity than planned and a decrease in the 
revenue which made it difficult to finance the growth in activity. The state proposed a 1.25 
billion NOK supplementary appropriation to the hospital sector and the Parliament adopted a 
further increase of 0.5 billion NOK. The counties interpreted these additional allocations as a 
soft budget constraint and this led to a blame game over the county deficits (Magnussen, 
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Hagen and Kaarboe, 2007, p. 2132). However, the state decided that allocating supplementary 
funds could not continue in the following years and proposed that the financial situation of 
hospitals be remedied through significant restructuring, cost control and organizational 
reform. Thus, the need for reform was motivated both on financial and accessibility grounds 
considering the variation in resource use across counties and regions. There are also unusual 
access problems in Norway, particularly during wintertime, posed by the mountainous and 
sparsely populated environment especially in the North which consists of small and remote 
settlements. The 2002 hospital reform was inspired by NPM ideas with an emphasis on 
flexible hospital management and central political steering. These ideas inspired by 
international NPM reforms were, however, adapted and applied to the Nordic welfare state in 
a way that was consonant with the national culture. The proposed model represented an 
important example of a larger shift in public administration and politics, including in the 
Labour Party (Lægreid, Opedal and Stigen, 2005, p. 1032).  
 
The reform model combined political centralization and central steering with hospital 
autonomy hoping that it would reap the benefits of both worlds. Central coordination, 
however, needed to be exercised “where necessary and appropriate” (Proposition 66). 
Through creating hospital trusts that would no longer be directly managed by county 
governments, it was expected that professional management and performance would improve. 
The organization of hospitals as enterprises was also believed to streamline management, 
improve access to information, reduce bureaucracy and strengthen adaptability and user 
orientation.  The reform attempted to find a fine balance between different values and political 
goals in a context of delicate relationships between the roles of the different governing layers 
and a tradition of delicate geographic politics. Finding this fine balance was emphasized in the 
policy documents to the extent that it was claimed that the success of the reform would 
depend on it. It was hoped that the various players would develop a mutual understanding and 
appreciation of the different parts to be played in the system. Apparently the model included 
measures that may, in fact, send opposing signals and may lack internal consistency (e.g. 
Lægreid, Opedal and Stigen, 2005). The reform can be primarily viewed as a centralization 
reform, considering that one main historical feature of healthcare in Norway has been its 
decentralized structure. Any change from this embedded tradition is likely to be perceived as 
centralization. With a strong emphasis on hospital management autonomy, however, the 
reform aimed at improving local decision making. In between the centralization-autonomy 
debate, the reform also included an element of formalized regionalization through the creation 
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of the RHAs that govern the hospitals and coordinate the provision of hospital care regionally. 
Though owned by the central government, “the regions” can make a wide range of decisions 
within the financial and structural framework developed by the central government and the 
Parliament. Too much central control of the regions would alter the nature of the model. 
Similarly, too much regional control of the hospital enterprises would come against the 
principles of the hospital enterprise model. Some authors have called these changes 
“centralized decentralization” (Lægreid, Opedal and Stigen, 2005, p. 1036, see also 
Magnussen, 2013). The creation of the regional administrative layer has been seen by some as 
unnecessary and possibly conducive to a gap in political accountability (Magnussen, 2013, p. 
20). These voices claim that the regional health authorities ought to be removed and replaced 
by a kind of centralized health administration which would reinforce central coordination and 
political accountability. The question remains, however, how suitable this solution would be 
in Norway considering the importance of the regions and local sensitivity towards a growth in 
the power of the center. Each RHA is governed by a board of trustees appointed by the 
Minister of Health and Care Services and the boards of RHAs consist of appointed politicians 
and other representatives of the society. Originally the board of the RHAs did not include 
politicians, but this was later changed to include politicians reflecting thus the concerns about 
lack of political accountability.   
 
Mechanisms and instruments of coordination 
 
 
Improving central and regional coordination in a context of greater hospital autonomy 
constituted one of the main goals of the 2002 hospital reform. In proposing the reform, policy 
makers started from the premise that the quality of specialist healthcare could be improved 
through better coordination. However, the new plan had to consider the sparsely distributed 
population in a large country, regional and local politics and concerns about closing down or 
restructuring hospitals and clinical specialties. Moreover, it was acknowledged that the 
enterprise model might create or reinforce coordination problems to the extent that hospital 
behaviour became increasingly independent. For this reason the reform proposed a range of 
measures aimed at improving coordination centrally, regionally and locally while at the same 
time protecting hospital autonomy in line with the proposed reform model. To improve 
coordination, the reform created the RHAs which were tasked with ensuring that hospitals in a 
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specific region collaborate with each other horizontally and vertically, particularly with 
primary care providers. A region would also seek to foster a common sense of regional 
identity through standardization of IT systems, reporting procedures, quality assurance 
systems and the adoption of similar logos and corporate titles. The idea of regional 
coordination of hospitals was not a product of the reform, but it was formalized once the 
structure was created and roles were defined. Norway had been divided into five health 
regions since 1974 with one main university hospital in each region. Up to 1999, when 
regional hospital collaboration became mandatory, collaboration was voluntary and informal. 
It was used as a means to identify larger geographical areas in order to obtain economies of 
scale. Coordinated planning within and between regions was limited but there was an 
understanding that effective coordination would reduce excess capacity and duplication of 
services (Magnussen, Hagen and Kaarboe, 2007, p. 2131). The differences between counties, 
with excess capacity in some and large waiting lists in others were attributed to poor regional 
coordination and planning. Understanding that hospitals would not voluntarily collaborate to 
the extent needed, policy makers introduced mandatory cooperation in 1999, a little time 
before the hospital reform. Regional plans were designed in accordance with national 
guidelines, which were expected to lead to improved central and regional planning. The 2002 
reform sought to further strengthen regional coordination and improve governance 
effectiveness. Rather than “work” with the central government, hospitals were coordinated by 
the newly-created RHAs – direct regional administration rather than direct central, political 
coordination. The creation of the three-tier structure raised important questions, however, 
about the role of each layer and how that role should be exercised. The Ministry through the 
Department of Hospital Ownership assumed the role of strategic governance and national 
stewardship while the actual coordination of hospital trusts was delegated to the newly-
created regions. The central government also appointed the board members in each RHA, 
established statutes and provided the structural and financial framework within which RHA 
could operate. In terms of specific governance instruments, the central government provides 
instructions individually to each region through an annual letter of instruction that 
accompanies the financial “package”. The letter is published immediately after the 
parliament’s decision on the national budget. A second instrument is an annual circular letter 
prepared by the Directorate of Health which is also based on the annual budget and is meant 
to supplement the letter of instruction. This is focused more specifically on performance and 
quality expectations. In addition, a general meeting takes place yearly between the minister 
and representatives of the RHAs as well as other meetings, informally, whenever necessary. 
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What the central government can centrally coordinate is supposed to be strategic in nature, 
such as quality and performance requirements or large capital investment projects. In reality 
the distinction between what is strategic and what is not is not always clear, and for political 
or other reasons the central government may interfere in what is supposed to be a regional 
responsibility (Magnussen, 2013).   
 
One level down, the RHAs need to ensure that the population in each region has access to 
specialist healthcare in accordance with legal and central requirements. They do not provide 
services directly but own hospital trusts, coordinate the hospital network on a regional basis 
and channel resources to the different hospital trusts in the region. The coordination 
instruments are similar to those that govern the relationship between the state and RHAs: 
annual letter of instruction, general meeting, and other more informal meetings throughout the 
year. It is important to note that RHAs can also purchase services, if need be, from private and 
non-profit providers, not owned by the region, or from providers in other regions to achieve 
its mission. It has the mandate to ensure the best possible healthcare for the entire population 
of a region, but it has the freedom to decide on how this can be achieved as long as it 
complies with the instructions provided by the state. Within the overarching framework, the 
annual letter of instruction to the regions plays an important coordinating role. This letter 
includes directives, not only recommendations, but it is a result of much previous discussion 
and negotiation between the state institutions and the four regions. It does not come as a 
surprise. The letter is relatively standard across the four regions but it can contain specific 
instructions depending on the regional context. At first it tended to be more general and 
centred on cost control, while in recent years, once the financial situation of hospitals 
improved, it tended to focus more on medical matters. However, this is work in progress and 
some interviewees have raised questions about both of these matters. What is interesting in 
the case of Norway is that hospital management do not seem to challenge the idea of being 
coordinated and they do not see it as an offense to their autonomy. They accept the model. 
However, some have questioned the object of coordination. There is the perception that even 
though hospitals for the most part are now financially stable, there is still a strong emphasis 
on economics at the expense of medical outcomes:  
 
“The Ministry is able to make its policy more easily in the current structure than when the 
hospitals were owned by the counties… I find that the regional health authority is useful in 
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some ways though sometimes they try to get involved too much in how to do it instead of 
measuring the outcomes.” (Interviewee 31) 
 
“We need those instructions to use as a kind of roadmap to move through the years… on the 
other hand, my opinion is that as long as you deliver on those key elements you as a hospital 
should have more freedom. Some areas are very detailed and that’s because we are part of the 
regional authority and they have the money and power…” (Interviewee 32) 
 
Informal coordination, supported by regular meetings, plays an important role and supports a 
sense of “family thinking”: we are all in the same boat, let us help each other out. Discussion 
around the table to reach consensus and mutual understanding is an important tool. This is 
evident, for example, in the following quotes:  
 
“The management team of the region meets monthly with the managers of the hospital trusts; 
we discuss problems, for example waiting times. These are also informal… I think the model 
works; the mechanism of coordination works but it is important that hospitals solve some of 
their problems by their own rather than bringing them to the region… We set the goals, for 
instance we set targets for waiting times, but we don’t tell them how to reduce waiting times. 
They have the flexibility, and when the year is over they can see if they reached the goal and 
if they didn’t we discuss what can be done in the following year to achieve these goals… 
(Interviewee 41) 
 
“Three or four times a year the four regions meet with the department in the Ministry. We 
report and discuss in all the four regions. The CEOs of the regions also meet every month, but 
that’s not a formal meeting; that’s coordination… So from a national perspective, yes, there is 
a lot of coordination between these four regions. The reform had to do with this… there are 
also meetings between different functions with representatives of all the four regions… The 
purpose is to discuss national projects for instance, so there is a system of coordination, but it 






Autonomy of hospital management 
 
The 2002 hospital reform is now more than ten years old and though some changes have been 
made since the reform was adopted, the model is still in existence at the moment. Since it was 
proposed, there have been discussions about the implications of the reform and whether it has 
indeed reached a fine balance – as claimed – between central and regional coordination, on 
the one hand, and hospital autonomy, on the other hand. The regional level has been criticized 
by some for lacking political accountability, and in response politicians were appointed in the 
board of trustees of RHAs a few years later. Others have questioned the need of the regional 
level, which may have increased bureaucracy and possibly deterred action from other more 
important goals such as patient safety or quality. Central interference in some decisions that 
fall under the purview of the regions may further question the need for the regions 
(Magnussen, 2013). The Conservative government previously in opposition had long 
challenged some elements of the model and promised change should it come to office. 
Proposed changes focus on patient centeredness, reduction in unnecessary bureaucracy, 
quality and patient safety as well as strengthened central, political steering. A new hospital 
and healthcare plan is under development and some important changes are expected to be 
implemented.  
 
Granting greater autonomy to hospitals was a main component of the reform model and it was 
seen as a means to improve hospital leadership and responsibility. The official documents 
emphasized that the reform was as much a responsibility and leadership reform as it was an 
ownership reform (Proposition 66). One of the criticisms of the previous hospital system 
arrangement was that too much political and administrative control was exercised on 
operational issues and too little on overarching issues concerning structure, strategy and 
priority setting. It was argued that what hospitals needed was to be empowered, to be more 
dynamic in their relationship with patients and each other. As health trusts, it was argued, 
hospitals could choose between different solutions and create more room for innovation, 
lesson learning and positive competition. The change in hospital autonomy targeted a wide 
range of areas including:  
 
 The responsibility to manage personnel and capital; 
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 The right to decide on how financial resources should be used with the qualification 
that hospital trusts cannot go bankrupt and financial decisions need to be aligned with 
the contract framework and priorities established directly by the RHAs and indirectly 
by the state; 
 The possibility to assume responsibility for all inputs including labour 
 The discretion to choose an organizational structure that promotes effectiveness and 
efficiency.  
 
Overall it can be observed that much emphasis was placed on giving hospital management the 
possibility to make informed decisions and assume responsibility on a wide range of 
operational matters with little interference from above. The reform gave hospital trusts the 
possibility to decide how hospitals should be organized and run, but decisions on what 
services to provide and according to what standards were made by the RHAs or the central 
government through specific governance mechanisms. The law clearly underlines the public 
nature of the tasks to be carried out by hospitals, emphasizing that hospital trusts, though to 
some extent organized as a business, are not private, for-profit businesses. Similarly to the 
regions, hospital trusts are governed by a board composed of local politicians and other 
members of the community. The board members of hospital trusts are appointed (not elected) 
by the RHAs. Originally when the reform was designed, the structure of the board included no 
politicians but this was changed later following concerns about political accountability. Some 
scholars have assessed the autonomy of hospital trusts to be substantial: “…within the explicit 
boundaries imposed by the budget and the (more implicit) distribution of functions to 
hospitals, regional authority provides few limits or boundaries on the management of a 
hospital” (Magnussen, 2013, p. 21). Hospital management needs, however, to consider 
specific coordination instruments used by their owners and, in addition, hospital management 
decisions need to be approved by hospital boards. These tools are designed to ensure 
accountability and regional coordination. Norway’s hospital system is considered to be 
“formally quasi-autonomous” in the sense that hospitals operate “within a centrally-set, broad 
structural and financial framework” (Magnussen, 2013, p. 21). Despite the high degree of 
formal operational autonomy introduced by the reform, in practice it is not excluded that 
central and regional coordination are more detailed and specific than originally designed, 
which may hinder wise local decision-making (Magnussen, 2013. p. 21). The idea that 
hospital managers have sufficient discretion to make both operational and strategic decisions 
is also widely shared among the interviewees included in this research. This discretion, 
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however, needs to be exercised within the “confines” of the, first, financial, and second, 
structural framework. The example below testifies to the empowerment of management in the 
new model: 
 
“I have a lot of autonomy as long as I am within the budget and keeping in mind the 
Norwegian model in which labor unions, for instance, have a lot of influence.  But I could 
build some bonuses and financial incentives in the payment system if I want to, so there is 
quite a lot of autonomy… I get a lump sum of money and I can manage that in the way that I 
like. When it concerns investments, there are limits… I can buy equipment without going to 
my owner within a certain amount of money. I can make strategic decisions, like developing 
the new hospital. I have the freedom to think strategically and I have redesigned the work 
processes…” (Interviewee 31) 
 
This shows that hospital managers can experience the freedom to exercise their leadership 
prerogatives in a wide range of areas, including, as shown below, the type of services that a 
hospital can provide within the existing framework: 
 
“Our investment here followed a bottom up process and we have a very close collaboration 
with our owner… I can decide on service organization as I wish but the provision of services 
is regulated to some extent – I cannot provide some services that I am not allowed to. Some 
high level services can only be provided in some specific hospitals in Norway… so this 
hospital can provide any service with these few exceptions… We get asked from the region to 
do things once in a while, e.g. build a certain specialty… everything that is in the assignment 
letter is first discussed so that when we receive the letter it is not a surprise to us.” 
(Interviewee 31) 
 
The key question that arises is whether hospital managers perceive regional coordination to be 
restraining, that is inimical to promoting hospital solutions and decision making. Here the 
answer is not immediately straightforward as compared to the situation before the reform. The 
reform also aimed at central and regional coordination, whereas before the reform the 19 
counties owned the hospitals while hospitals could enjoy a high degree of discretion, whether 




“Before the reform, the counties only thought of themselves and tried to manage by 
themselves and there was very little cooperation between the counties. The resources were not 
efficiently used and the patient waiting lists were growing and the budget balance was 
negative and they always tried to say that that was the state’s responsibility…” (Interviewee 
41) 
 
There is clear evidence to show that the financial situation improved considerably although it 
took a long time to achieve this goal. In the first seven years after the hospital reform, the 
RHAs had accumulated a combined deficit of 10 billion NOK – a significant amount relative 
to the combined yearly budget of 54 billion NOK allocated to the regions in 2002. An audit of 
the Office of the Auditor General concluded that “it is unacceptable that over many years the 
regional health authorities have failed to adapt to the annual financial framework adopted by 
the Parliament for specialist health services” (Office of the Auditor General, 2009, p. 1). This 
is a significant finding considering that cost control was one of the main goals of the reform. 
There was much turnover in the top finance and management positions in the health trusts. 
The Office of the Auditor General found that more than half of the health trusts replaced their 
chief executives during 2006-2008 and the vast majority of the health trusts – 15 out of 19 – 
appointed new directors of finance. For many years hospitals had been used to a soft budget 
constraint – one that could be changed following a visit to the Parliament. The centralization 
reform tried to change that inclination but it proved ineffective in the first years after the 
reform. The audit report concluded that stronger central and regional control coupled with 
stronger internal financial control were absolutely necessary. The two forms of financial 
control were closely related: the hospitals did not take their financial responsibilities seriously 
enough as long as the soft budget constraint was not replaced by a hard, non-negotiable 
constraint (Office of the Auditor General, 2009, p. 2). Starting with 2009-2010 the RHAs and 
hospital trusts began to regain financial balance, with a few exceptions, and started to 
accumulate surpluses which the regions and hospitals could then invest in capital 
improvement projects. This positive financial trend has persisted and in the meantime there 
have not been major systemic concerns. An important question for us to consider is the 
explanation of this significant change and the role of the hospital reform in influencing this 
result. To do this we delve further into the interview material. First, a look at the financial 
situation in the public hospital sector before and after the reform does not reveal significant 
financial differences. However, if we look at the situation in 2010 and thereafter and compare 
it with the situation before the reform, we can clearly see major differences. A second 
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important aspect that needs to be considered is that the total budget allocated to the regions 
grew significantly in the first seven years after the reform: from approximately 54 billion 
NOK in 2002 to about 100 billion NOK in 2009. Since 2009 the increase has been relatively 
small, up to 112 billion NOK. Therefore the positive economic results cannot be attributed to 
the reform: it is unlikely that health authorities would have managed to achieve financial 
balance if it had not been for this significant increase in resources. While this is true, there is 
evidence in the interviews that gives credence to the premise that the reform still had an 
important, supportive role, in reaching these financial goals. This assessment does not come 
from the medical world, but from that of management, finance and audit. The growing deficits 
preceding and following the reform were attributed to an increase in activity and poor 
understanding of the marginal cost of treatment, which did not keep up with the marginal 
income. The government did not only increase the budget, but it also adopted stricter and 
more determined financial and political control than earlier by, for example, putting a yearly 
cap on the DRG points, giving instructions and sending signals to the regions to keep costs 
under control:  
 
“It was the model itself, with an emphasis on cost control that helped balance the budgets as 
well as a strong political determination not to give more money to hospitals. It took some time 
for them to make the transition from a soft to a hard, non-negotiable budget.” (Interviewee 46) 
 
The reform increased financial control while improving and professionalizing hospital 
management. Some may consider this dual-goal to be ambivalent and contradicting, but 
interestingly our evidence shows that policy makers skilfully managed to reach both goals. 
Coordination improved and hospital management autonomy increased and improved. Had one 
of them suffered at the expense of the other, then there would be ground to question the model 
on this basis. For example, if hospital managers perceived the region’s coordination to be 
constraining (which they do not) then this would make hospital decision making difficult. On 
the other hand, had coordination worsened (which it had not) then again this would have 
made unhappy those who are in favour of coordination. Changes in autonomy and 
coordination are not the final referee when assessing the success of a reform. This is 
particularly the case in healthcare where other important values and outcomes, e.g. patient 
quality and safety, ought to receive more attention and are ultimately the criteria by which to 
assess success. Nonetheless, if we take coordination and autonomy and think of them as too 
contradicting public values – the more of one the less of the other – then Norway’s hospital 
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reform does not provide credence to this assumption. Our evidence shows that in broad lines 
policy makers have achieved both. This is not to say that there have been no issues and 
unintended developments. As we show in the coming sections, improving both coordination 
and autonomy by focusing on cost control and internal, organizational processes have been 
perceived as increasing bureaucracy. There are also strong voices claiming that patient quality 
and safety and patient focus more generally have come second only and the priority has been 
on cost control.  
 
Cases and problems of coordination 
 
 
Though coordination is widely perceived to have generally improved, when we discuss 
specific problems of coordination we see that coordinating hospitals in Norway is not problem 
free. Using the four types of problems of coordination, as in the previous chapters, we see that 
duplication of services, contradiction and divergence are perceived to affect the quality of 
coordination of public hospitals. Omission is not perceived to pose significant challenges to 
effective coordination. In the case of Norway our research inductively found two salient 
domains of coordination that often recurred in the course of the research: coordination of the 
hospital network, and particularly the case of the merger of the Oslo University Hospital, and 
coordination of information and communication technologies. Big hospitals in capital cities 
are often very difficult to rationalize, as also found that in Estonia. The media coverage, the 
money, the politics and the operations of the medical profession are all more intense in the 
capital.  So in a sense this is the hardest test of co-ordination.  
 
 
Coordination of the hospital network 
 
 
Assessing coordination after the reform as compared to the situation before the reform, points 
to a clear general finding that coordination improved. By taking over the hospitals, the state 
through the regional health authorities has been more successful than before the reform in 
creating a systemic perspective of the hospital system as a whole. Hospitals work together 
much better today than was the case under the ownership of the 19 counties. Local politics 
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and influence have remained strong but the coordination has become stronger and more 
effective than before. Under the previous system the 19 counties emphasized local 
coordination whereas under the new system regional coordination gained centre stage. There 
is not much disagreement concerning this general finding and is shared by interviewees with 
different affiliations and professional backgrounds. Much of this improvement in coordination 
is attributed to the work of the RHAs, which were tasked with improving coordination within 
their regional jurisdiction, as shown in the following quotes extracted from two of the 
interviews:  
 
“I worked with the 2001 reform as well but my view is that at that time there was barely any 
national coordination. The 19 counties owned the hospitals and the state had control over the 
two or three national hospitals. I think from the Ministry perspective that the reform led to 
better central coordination than before. It was hard at that time with 19 different owners to 
have good coordination, so it definitely improved…” (Interviewee 39) 
 
“The reason why coordination improved is that there is only one owner now: the Ministry of 
Health. The four regional authorities are doing a necessary job and make decisions that would 
be hard for the Ministry to make… the delegation system, the letter of assignment, has 
become better and better… I am not sure if there will be changes because the regional 
authorities are functioning well and I don’t know if another model would be better.” 
(Interviewee 43)  
 
The regions have sought, and in general terms, have succeeded in fostering regional 
coordination by using both formal and informal coordination mechanisms: not only do they 
own the hospital trusts but they also provide for them. The family metaphor is again 
appropriate in this context:  
 
“There is competition between hospitals, they compare their performance but this happens 
within the family. Hospitals are part of the same family and there are rules they need to 
follow…” (Interviewee 43) 
 
The key term here is hospital trust – that is a network of hospitals, not individual entities. 
Hospital consolidation has involved closing down or reorganizing hospital services. The 
creation of hospital trusts that included different hospital entities ultimately proved to be a 
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smart and effective approach to hospital consolidation. National politicians have not been 
entirely immune to criticism for supporting the reorganization of the hospital network, but the 
two administrative layers in between the centre and individual hospitals attenuated that public 
criticism. They could justify the decision on professional and managerial grounds and point 
the finger to the regions and the hospital trusts. Although the regions and the hospital trusts 
are in part governed by politicians, they are not political institutions and can make decisions 
that politicians would strongly prefer to avoid making.  
 
Even though the regions have improved coordination more generally, situations of duplicating 
both clinical and support services have persisted. These redundancies are generally believed 
to lead to inefficiency and to affect quality, but data on both of these indicators is scarce. 
There is also uncertainty about whether integration of services, as compared to a more 
decentralized arrangement, increases efficiency and improves quality. There are also a 
number of justifications for the perceived duplication in the system, taking into account the 
specific natural characteristics of a country such as Norway as well as specific legal 
provisions that support local, decentralized organization of hospital services. These legal 
provisions clearly contradict national efforts to increase service consolidation. The quote 
below describes the nature of duplication and contradiction in the hospital system in Norway 
as a whole:  
 
“Redundancy is a very common issue in Norway. With some exceptions, all services are 
provided in all the regions and by law many hospitals need to provide the same type of 
service. For example in the western region four different hospitals, three hours apart, provide 
prostatic surgery. Quality would be better than it is now if this service were provided in only 
one place. But then you’ve got the Norwegian policies on decentralized health services and if 
you start to take away some services and regionalize provision then you lose the general 
function of the hospital as well… So today we have cases in which services of higher quality 
could be provided in fewer places but we choose to have a decentralized structure and as a 
result these hospitals have got to have something to do. That’s a core element of Norwegian 
health policy. This is especially a problem in the north where there are small and distant 
communities…” (Interviewee 40)  
 
We see therefore that contradiction is intertwined with duplication: they can work hand in 
hand. Another reason for duplication is the need to develop a good enough level of quality, 
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which is directly linked with the volume of service, on a planned basis in order to be able to 
ensure quality on an emergency basis. This is especially, though not exclusively, a concern for 
hospitals that are running large emergency departments. The argument here, as one 
interviewee put it, is that “we can afford some duplication”, and in fact duplication, in the 
long run, may actually pay off. This may be true, but there needs to be a good amount of 
evidence to support this viewpoint, which at the moment does not exist:  
 
“In the case of redundancy, I would not be doing services that other hospitals are able to do 
better, but, and there is a but here, it is necessary to do some services to keep the emergency 
staff prepared enough for different events… So if I am not doing these services on a planned 
basis then my performance will not be good in the case of emergency and we are one of the 
largest emergency hospitals in Norway. That’s the trade-off I was talking about… To me it’s 
about how to provide and improve services and I don’t think so much about whether 
redundancy is a problem… in some cases this is a problem for doctors and the smaller the 
hospital is the more difficult this is… for us it is not a problem.” (Interviewee 31) 
 
There are also other examples of contradiction in the coordination framework. This takes the 
form, for example, of unrealistic expectations and signals that hospitals receive. The medical 
profession, in particular, claims that the expectations on the medical personnel have grown 
continuously without a proportional growth in human and financial resources. Medical 
personnel are expected to reduce paperwork and bureaucracy while at the same time reporting 
requirements, which add to paperwork and bureaucracy, have continuously grown. For these 
reasons, it is not consistent with the facts to argue that in a highly-regulated healthcare system 
as in Norway, contradiction has no place. Too much regulation, even in a prosperous, 
consensual and high-trust Nordic welfare state, can have its limitations. Nevertheless, our 
evidence does not show that these contradictions constitute a major problem that endangers 
the provision of hospital services or the financial sustainability of the hospital system. It is 
something that players in the system have got used to and is considered a sort of “normal 
nuisance”. For example:  
 
“I don’t think omission is a common problem… Contradiction is a problem; healthcare, as a 
main pillar of the welfare state, is much regulated and there is contradiction between 
legislation… For example, sometimes the political signal is to increase service to a certain 
group of patients but that is impossible to do because there is not enough capacity to take care 
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of that… sometimes the expectations from politicians are unrealistic… overall there is fairly 
good balance and is something you need to work with…” (Interviewee 31)  
 
Unlike duplication and contradiction, omission does not appear to be a concern. The generous 
welfare state, supported by strong social and political values which favor access to services, is 
effective in addressing omission. Perceptions may slightly differ if we take into account the 
waiting times for certain types of elective care, but eventually the service is still being 
provided, though it may be provided later than expected or desired. The clear mandate of the 
RHAs is also instrumental in addressing possible omission and the opening up of the public 
system to private and non-profit providers is also likely to improve access. This is one of the 
main advantages of the current, regionally-coordinated system. Having a good regional 
perspective over the available capacity across a larger area can address possible gaps in 
services which exist in some smaller catchment areas, for either natural, economic or 
professional reasons. It is without doubt that the current system supports this idea, as this 
interviewee explains: 
 
“Within each RHA all services are available so it’s coordinated within the region. If one 
hospital cannot provide it then another hospital in the region will provide it… this differs from 
one perspective to another; a hospital or patient may say that the service is not readily or 
easily available but the RHA can say that it is since all services are available in each region 
according to its mandate… we do not have gaps within each region but there are gaps in the 
hospitals.” (Interviewee 40) 
 
The following quote stemming from the Ministry of Health and Care Services also supports 
this same idea:  
 
“Omission is not a concern because the regional authorities will ultimately ensure that a 
service is provided; they can use their hospitals or private hospitals. When it comes to 
capacity, that’s different; if there is not enough capacity then the question becomes how they 
coordinate to get the right capacity. They could coordinate better within the regions; that’s a 
common question we are dealing with, e.g. the case of MRI. We see cases when there is 
limited capacity and then the regions need to look at their total capacity and ways to 
coordinate provision. Sometimes we wish it were coordinated quicker. There have not been 
major concerns…” (Interviewee 39) 
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Coordination of process versus coordination of quality 
 
 
A second salient case of needed coordination pertains to information and communication 
technologies (ICT) used across different regions and hospital trusts. The general trend 
following the reform has been towards standardization of these systems and the development 
of integrated solutions, but despite this trend there has been growing frustration about using 
ICT programmes and devices that “do not talk at all with each other.” Having the flexibility to 
decide on the purchase and use of systems in a specific hospital trust creates coordination 
problems across different hospital trusts as long as these systems are incompatible or different 
in some important way. At the same time, however, standardizing these systems involves 
changing patterns of use, which may be deep-seated, and as a result they have increased the 
focus on processes and activities – typically seen as unnecessary bureaucracy by medical staff 
who are directly involved in patient care. This finding is supported by evidence, stemming 
from both interviews and secondary data, including a recent audit on electronic 
communication and coordination in healthcare (Office of the Auditor General, 2014). This 
study concluded that the exchange of communication between different healthcare institutions 
is characterized by “extensive use of paper” whereas “technical solutions that have already 
been developed have not been adopted by all the players and are not used in accordance with 
the intentions” (Office of the Auditor General, 2014, p. 1). The audit recognized “the 
fragmented division of responsibilities” and recommended a stronger enforcement of 
standardized tools across the system – not only within a health region but across the four main 
regions. This idea was also clearly expressed in one of the interviews:  
 
“There has been an audit about this so there are different systems but hospital trusts have been 
reluctant to use the same system. The government has been working very hard to get it on 
track but it isn’t on track yet. There will also be an open hearing in the Parliament because of 
this. These are very badly coordinated, see the audit also. This is related to the reform and 
especially the situation before the reform because before hospitals had different systems, 
sometimes even in the same hospital, except the region North which had the same system. It 
is taking a lot of time. If you’ve got a system then you want to stick to it and it’s hard to 
change. And it’s also because they were allowed to make decisions on this… So this is an 
uncoordinated area… it does play a role because it influences the efficiency of the treatment, 
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especially patient information flows between primary and specialist care as well as between 
hospitals in different regions.” 
 
One interviewee, in favour of a stronger centre more generally but also as far as ITC is 
concerned, has put it this way:  
 
“I think the regions have coordinated the hospitals enough, for instance by merging hospitals 
and I think it is now the time to say thank you for the job that you’ve done and now the 
Department in the Ministry will take care of the whole system… there is coordination within 
the regions but less so between the regions: different ITC systems for instance and sometimes 
even different medical standards, so central coordination not only regional coordination 
should be stronger…” (Interviewee 30)  
 
The question, however, is whether this growing coordination through the standardization of 
processes is acceptable locally and consistent with the autonomy inherent in the current 
reform model. In line with the 2002 healthcare reform, coordination so far has focused on 
fairly general aspects while giving the regions and, further down, hospital trusts the flexibility 
to develop and use different means to achieve those requirements. If stronger coordination, as 
suggested by some, involves the standardization of ITC systems then it will also involve the 
coordination of how hospital trusts ought to reach certain goals. In this case coordination 
would not only be about what requirements hospitals should meet but also about how those 
requirements should be achieved. This position could be legitimately criticized on both legal 
and, most importantly, professional, medical grounds. Even though improving standardization 
is still work in progress, it is not new, but thus far it has not been radical. However, medical 
personnel have increasingly claimed that bureaucracy has increased while patient care and 
safety have had to suffer as a result. Should a more radical standardizing approach be taken, 
whether it is about ITC or quality of care, then this may further add to and create growing 
frustration among the professionals who feel increasingly alienated from their primary calling 
– patient care. Those players in the system with a medical affinity or who take a patient-
centred, rather than a process-centred approach, have openly criticized this increasing 
standardization. They have recommended the elimination of the regional administrative level 
and the hierarchical and complex decision-making structures and greater emphasis on patient 
care. In the language of coordination, if they want coordination at all, then they would prefer 
that coordination to be about quality and the patient – not about “the system” – as shown, for 
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instance, in the following quotes. Some of these ideas have been taken on board by the new 
conservative government who has promised to make patient care, patient safety and quality 
the cornerstone of its policy: 
 
“Norway is only 5 million people and to have three layers running the hospitals leads to too 
much bureaucracy. To put it rhetorically, people are shifting papers, reading reports and not 
actually treating patients. So we want to take the administrative regions and their boards and 
put those people, put that competence, out where the interaction with the patient is… And this 
has to do with the structure of the hospital system and the organizational bodies… Reporting 
is not wrong, but it often ends up in the cupboard. Better quality is key – the patient in the 
centre, better quality for the patient, that’s the key idea of this government, a focus on the 
patient and not on the system…” (Interviewee 36)  
 
“We want to develop clear quality and performance standards and targets, so in this sense we 
are using the new public management. These already exist but we want to develop them 
further… To me coordination is about developing standards and targets that apply all across 
the country, but these need to have the patient in focus, so not coordinating your own 
coordination of the system, but coordination of care to the patient. It is the result that needs to 
be coordinated…” (Interviewee 36)  
 
This interest in the coordination of quality “across the country” by means of developing 
standards and targets in the Directorate of Health is still a form of standardization and it is 
likely to run against professional autonomy as well as the 2002 reform model more generally. 
The challenge is to find the appropriate balance between effectively developing quality 
indicators as a form of national coordination and ensuring that hospitals themselves own that 
process of coordination:  
 
“Whether this is contradicting to the planning approach we are taking depends on how you do 
it. We want hospitals to improve quality, that’s our responsibility so if we can get the 
Directorate of Health to develop criteria then hospitals are free to do what they want as long 
as they meet those quality criteria. So this is our thinking, they need to meet those criteria but 
if they do we give them freedom to organize and provide their services the way they want to. 
Public hospitals also have the freedom to buy services from private providers if that is going 
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to increase quality. I don’t think there is so much contradiction; we need to know at the 
central level that they can provide the quality.” (Interviewee 39)  
 
This, however, is an old argument. The problem may be that to get good quality results it may 
be necessary to follow the best medical procedures, and these procedures have to be expressed 
in the form of a detailed process. This inevitably results in what some call ‘bureaucracy’, i.e. a 
detailed set of process instructions or guidelines. This statement recognizes the delicacy of 
maneuvering central coordination of quality and hospital autonomy, but it does not consider 
the increasing move towards process standardization, as in the case of ICT systems shown 
earlier. Not only are hospitals expected to deliver on quality, but they are also expected to 
organize their processes in a coordinated, standardized way. This is therefore different from 
giving hospitals the freedom to organize their processes as they wish as long as “they can 
provide the quality”. National coordination of quality is also seen as an important means “to 
bring politics back in” once that many of the hard decisions about the structure of the hospital 
network have been made (by the regions rather than politicians):  
 
“Some parties in the Parliament want more influence on the specialist health care. Some 
politicians have expressed that there is too little political influence and too many decisions 






The propositions derived from principal-agent theory are as follows: 
 
1) Positive incentives designed by central institutions with a coordinating role enable 
hospital system coordination  
2) Negative incentives designed by central institutions with a coordinating role enable 
hospital system coordination  




4) Conflicting interests and goals between principals and agents hinder central hospital 
system coordination  
 
The propositions referring to the hospital system culture include:  
 
1) The interaction between health policy makers, medical profession, hospital 
management and patients influences central coordination of public hospitals 
2) Mutual trust between health policy makers, medical profession, hospital management 
and patients is helpful to central coordination of public hospitals 
3) Stakeholder compliance with ethical standards affects central public hospital 
coordination. Usually high levels of compliance with declared standards will assist in 
the implementation of official attempts at coordination 
4) Hospital system culture is one reason for the differences in coordination across the 
selected hospital systems.  
 
The reform model has improved coordination considerably, but as part of the model the 
autonomy of hospital trusts has given hospitals enough possibilities to decide how hospitals 
should be organized and managed. We have seen, for example, how the discretion to decide 
on ICT tools has posed challenges to adopting integrated ICT solutions and to coordination 
more generally. Presumably compatible ICT systems that “speak to each other” would 
improve regional and national coordination and possibly lead to improvements in patient 
processing – shorter queues, less duplication for patients in providing their information over 
and over again, and easier access to information about hospitals .The cases of coordination 
discussed in the previous sections show that some aspects of hospital activity have continued 
to resist coordination. Nonetheless, the reform model alone, though instrumental, does not 
explain why the coordination of processes has prevailed over the coordination of quality. 
Similarly, it does not explain why some hospitals have been more successful than others in 
resisting coordination. In exploring the relationship between the key elements of the two 
theories and coordination of the public hospital system in Norway, we found that some 
explanations find more empirical support than others. We argue, on the one hand, that 
conflicting interests and goals help us explain the effectiveness (or ineffectiveness) of 
coordination of hospitals in Norway whereas incentives, information asymmetry and 
imperfect monitoring seem less consequential. On the other hand, we argue that certain 
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aspects of the hospital system culture exert strong influence on the effectiveness of 
coordination in Norway’s public hospital system.  
  
 
Conflicting interests and goals 
 
 
In the case of Norway, we suggest that differing interests and goals are helpful in explaining 
why in the context of the 2002 hospital reform and the changes that followed the reform, the 
coordination of processes, particularly finance, has prevailed over the coordination of quality. 
Although in the last few years quality has taken center stage in hospital policy, this is a fairly 
recent change, the effects of which are yet to be determined. In emphasizing “sound 
economics” some have argued that patient treatment and quality will benefit in the future once 
hospitals have attained financial stability. Nonetheless, the growing discontent with “focusing 
on economics” among the medical professionals is readily apparent and constitutes one 
central theme in the interviews with the medical professionals as represented by the 
Norwegian Medical Association. This is contrasted with those views, stemming from health 
administrators and managers, who prefer to frame the matter in financial and managerial 
terms. It is of interest that the accusation that managers and politicians focus too much on 
economics comes even in Europe’s richest economy, where healthcare spending is high by the 
standards of most of the rest of Europe. We argue that these two differing views are strong 
enough to influence the nature of coordination and thus far there is evidence to show that 
overall the economic view has prevailed. Within the medical world, there have been 
initiatives taken by groups of professionals, such as Health Action, who are advocating for 
giving back power to the professionals in the face of perceived growing bureaucratization. 
They argue that the system is too regulated while decision making is burdensome and far from 
where it needs to be: close to the professional and the patient. For example, this point is 
evident in the quote below:  
 
“We have shifted focus from patient care to economics… the main parameters by which 
hospitals are governed now, in my view, are economic parameters. Regarding centralization 
and coordination, we believe that coordination has clearly become more centralized, from a 
local focus to a central and regional focus. We believe that various levels of leaders have been 
created from the service level to the top which is the Ministry… this has had two effects: first, 
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you have a strict line and it costs a lot of money and the information from the service 
provision to the top can be blocked. We see that information flow is very different and that’s 
an effect of the 2002 reform. So it has definitely affected central coordination. Decisions are 
made further from the patient than it used to be the case before, in my view and then the effect 
of the decision does not reach the level where the decision was made.” (Interviewee 40)  
 
The argument, according to this view, is that coordination increased but it did not necessarily 
improve. The increase in coordination is associated with increased emphasis on administration 
at the expense of patient care and quality:  
 
“It is clear to me that central coordination increased but then is that positive or negative? That 
was the motivation that we can’t have 19 different systems and that we need to coordinate 
quality and so forth but the question is: has this change improved quality? We think that it 
hasn’t. Central coordination increased but I am not sure that it has had the effect on quality 
that we want…” (Interviewee 40)  
 
We can naturally expect medical professionals and their organizations to favor professional 
goals, which sometimes necessarily run in conflict with more systemic financial and 
managerial goals.  
 
For coordination to be effective agreement between the main stakeholders is essential. These 
differences between stakeholders hinder coordination:  
 
 “Conflict perhaps is too big of a word but there are different interests in the hospital sector in 
Norway as in other countries. Doctors are very autonomous; they have a certain position and 
it’s difficult to have the medical profession to do stuff if they don’t agree with it. They have 
the patients’ interest in mind but they may not always have the broad perspective in mind. 
What we see concerning guidelines is that when the medical profession agrees with them and 
when they are consulted they are more easily implemented… For example, waiting times are 
an important goal to us but not everybody agrees that that is the most important thing but here 
we focus on patient rights: access to information, access to treatment, etc whereas a doctor 
might be more interested in the final result of the treatment so it’s a kind of a different goal.” 
(Interviewee 39)  
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This finding, however, is not supported only by representatives of the medical profession, but 
also by voices outside of the world of hospitals:  
 
“In terms of motivation, from the hospital side I think many doctors and some hospital 
administrations have claimed that there are too many decision levels in the system and there 
has been a bit of a complaint about that and everything that has gone wrong has been pointed 
at the regional health authorities. They had to make a lot of hard decisions which made them 
unpopular and this has helped the Ministry because otherwise we would have had to make all 
those decisions.” (Interviewee 39)  
 
Some hospital managers have also underlined this same central finding. For example:  
 
“Another area is that they should be stronger in developing quality indicators and be more 
interested in the way I am building or running my hospital. How is the population doing? Am 
I doing all right? So there should be more focus on quality and patient safety and less on how 
I organize the services… This already exists and we publish these indicators already but it 
needs to be developed more. The process, however, has been slow.” (Interviewee 31)  
 
International rankings of healthcare systems in the OECD countries support the finding that 
Norway, though it has one of the largest health expenditures per capita, produces only average 
performance. Furthermore, quality of care seems to be the Achilles heel. A recent set of 
international health performance scores indicate that out of 11 OECD countries, Norway is 
ranked the 11
th
 in three indicators grouped under quality of care: effective care, safe care and 
patient-centered care. In terms of coordinated care, Norway is ranked 7
th
 (Davis et al., 2013). 
The process of prioritizing quality of care has been slow because the concerns about cost 
control dominated the policy agenda for a number of years and seemingly crowded out 
systematic support of other policy goals. This has occurred in the context of an unusually 
well-resourced country, both in terms of financial and human resources, which receives major 
inflows of medical personnel from other countries, unlike Estonia and Romania: 
 
“The Ministry has been very strict and politically it has been very important to ensure that 
budgets are balanced. Now they discuss patient rights, security and quality since the budgets 
are balanced and I think that’s very good. You don’t have to have these discussions now all 




Because of the emphasis on cost control, medical professionals have thus far primarily reacted 
to this concern and less so to another parallel development which has slowly taken shape – the 
managerial approach to quality of care. The hospital reform has sought, and to a good extent, 
has succeeded in professionalizing management, which started to confidently challenge what 
used to be a “no manager’s land”. Our data do not show any systematic opposition to this 
development but this may be explained by the fact that it is relatively novel or, again, by the 
predominance of cost-control thinking: 
 
“In the old system, management was not seen as something important because it was the 
doctors who were always in charge and were making fun of the management of that time. It 
was in fact the professors who were in charge… the manager was someone who would help 
the doctors get more money from the authorities, so managers were helping them along… 
Since 2002 we can say that there have been major efforts to make the leadership more 
professional.” (Interviewee 33)  
 
“You could see a larger trend in other sectors towards increased professionalism in the public 
services. Doctors at that time had pretty much all the positions in the hospital and the first 
thing I did when I came here in 2002 was to say: OK in order to develop this hospital we 
cannot have doctors in every leadership position… This process was tough at first for about 
one year and a half, but month by month they could see the improvements and with the 
support of the board it worked.” (Interviewee 32) 
 
In a generally consensual, high-trust hospital culture, in which compliance with ethical 
standards and regulation is among the highest in the world, it may be surprising to argue that 
conflicting interests and goals are sufficiently strong to influence the coordination of 
hospitals. One can argue that the different views between the principals and the agents, 
though they exist, are somehow rendered powerless by a culture that ultimately has the 
patient’s interest in mind. As a result, any likely differing view will somehow be reconciled or 
addressed in such a way that remains inconsequential for coordination. There is some support 
for this view in the primary data collected in the course of the research. However, we find the 
argument unconvincing. In our view it does not offer the best explanation of the coordination 
problems identified earlier in this chapter. The analysis of conflicting interests and goals in 
Norway admittedly may seem a little artificial at first. But even in a wealthy Nordic welfare 
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state, cost control in the hospital sector and public hospital consolidation took precedence 
over other goals and for many years represented the main goal of state policy. It certainly 
occurred in a culture that is relatively high-trust and compliant with ethical standards and the 
principles of the welfare state, but there have been struggles to reconcile the differing interests 
between powerful actors in the system, particularly between central policy makers, regional 
administrators, the elite medical profession and local stakeholders. Even if we assume that the 
hospitals (the agents) share both the interests and the goals of their direct principals (the 
regions) – which has not always been the case – we can question whether this agreement 
includes various details of the relationship, such as sub-goals and means to achieve those sub-
goals. For coordination to be effective, we would argue it is not only necessary to agree about 
abstract principles, but also about concrete aspects, such as for instance agreeing on what 
information tool to use. Furthermore, both the principal and the agents may agree that quality 
of care is highly important, but this does not necessarily imply that there is agreement over 
how quality of care ought to be improved or about what ‘quality of care’ means in practice. 
For these reasons, it is possible that disagreement, even in a generally consensual and 
favorable culture, can make coordination difficult.  
 
 
The elite medical profession  
 
 
Although actor-oriented interests and goals influence the effectiveness of coordination, the 
culture of the hospital system exercises influence on the ability of the coordinating agencies to 
foster a working together of the system of public hospitals as a whole. In general terms, the 
hospital system culture in Norway is conducive to and facilitates coordination. Embedded in a 
larger administrative system, in which coordination is a key element, public hospitals are part 
of a system that has been increasingly governed in such a way as to promote coordination. We 
have seen earlier in the chapter how one of the primary aims of the 2002 hospital reform was 
to improve regional coordination through the creation of the regional health authorities, on the 
one hand, directly owned by the central government. On the other hand, the creation of the 
hospital trusts, owned by the regions, led to hospital consolidation and the creation of hospital 
networks within and between the different hospital trusts. This has included in 2007 the 
largest merger in the healthcare sector in the recent history of the country: the merger of the 
South RHAs and the East RHA and the creation of the South-East region which is by far the 
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largest regional health authority, making up 50% of the entire hospital sector. In the context of 
the merger, four different hospitals in Oslo, two of which previously belonged to different 
regions, were merged to create one of the largest hospitals in Europe, Oslo University 
Hospital. This operation receives detailed attention in this section and it shows how a hospital 
system culture can resist the strongest efforts to enact hospital consolidation.  
 
The strength of coordination for the purpose of consolidating the network of public hospitals 
in Norway has proved effective overall. The state and the regions have made use of legal 
prerogatives and governance mechanisms to restructure the network of public hospitals and 
the organization and provision of hospital services. In most of these cases, coordination 
proved effective enough to overcome local resistance. The number of hospital entities 
dropped significantly and mergers stimulated networked organization and provision of 
services within and between the hospital trusts. There have been a number of high-profile 
cases in which there was systematic local resistance against the planned consolidation, but 
despite public demonstrations, the decisions were finally implemented. One example is the 
case of emergency services in Telemark Hospital. Despite public protests in front of the 
Parliament building in Oslo, supported by thousands of people, the decision to close those 
services was finally adopted and motivated on both quality and economic grounds. It was first 
decided by the hospital board, then by the regional board and finally the minister explained 
the decision in the Parliament. Another salient case includes the reorganization of 
neurosurgery in the Western region between the Bergen and Stavanger hospital trusts. Both 
hospitals wanted to develop neurosurgery on their own premises but to improve quality the 
decision was made to consolidate these services in the university hospital in Bergen which is 
the largest in the Western region. Although at first the management of the hospital in 
Stavanger made the decision to develop a neurosurgical department in Stavanger, later on it 
had to comply with the decision of the region. The strength of regional coordination again 
prevailed over local ambitions: 
 
“There are conflicting views, I am sure about it, but governance is hierarchical and strict and 
there needs to be compliance. It is regulated by law. Leaders are fired if they don’t comply 
and this has happened especially in the case of economic matters…” (Interviewee 40)  
 
The strength of regional coordination in general counteracts hospital divergence and reduces 
the risk of uncoordinated hospital behavior:  
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“In terms of divergence this happens with the large university hospitals which want to grow 
bigger and bigger and be the best which is not bad but it is more difficult to coordinate them 
and that’s why the regional level is important. Smaller hospitals would be happy to be the 
little brother if the big brother is taking care of them but that doesn’t happen all the time so 
the regional authority then can intervene… Divergence in the sense of non-compliance with 
central or regional instructions can happen but the regions can change the board of the 
hospital so they can’t go that far out. They are their own entities but they are quite influenced 
by the regional authorities… divergence is there it not too much room for it; freedom only 
goes to a certain extent.”  (Interviewee 39)  
 
However, there have been exceptions and the most salient one has undoubtedly been the case 
of the merger of the Oslo University Hospital. We now turn to this case. The merger of the 
Oslo University Hospital was preceded by the merger of the South and East RHAs, which 
were merged with the aim of integrating the different hospitals in Oslo, some of which 
belonged to the two different regions, the south and the east. This operation, effective since 1 
January 2009, led to the administrative merger of four different hospitals: Aker University 
Hospital, Rikshospitalet University Hospital, the Norwegian Radium Hospital and Ullevål 
University Hospital. The aim of the merger was to improve the hospital structure in the city of 
Oslo by unifying regional functions, strengthening the role of local hospital and establishing 
good pathways of patient care (Oslo University Hospital, 2013). Within a relatively small 
geographic area, some of the four hospitals offered the same treatment and health services. It 
was believed that by creating a unique administrative structure, directly accountable to one 
regional authority, would lead to an efficient use of human and financial resources and 
ultimately improve patient care and treatment. The university hospitals in Oslo have 
traditionally been considered the foremost medical centers in the country and have developed 
a specific elite medical culture – half of the medical research in Norway, for example, is 
carried out at the Oslo University Hospital. The hospital also has nationwide responsibility for 
a series of national and multi-regional centers of competence and provides very specialized, 
high-profile treatment comparable to other large university hospitals in Europe. Despite the 
good reputation of the elite hospitals in Oslo, both the process and the results of the merger 
have been seriously contested. The process, to start with, was characterized as “difficult for 
everyone involved: employees, managers, the regional level and the political level” (Ministry 
of Health and Care Services, 2014b, p. 3). This same report concluded that “we have spent 
very much effort on structure” and the time has come to harvest some of the benefits of this 
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massive reorganization. The reorganization in the Oslo metropolitan area has also been costly 
financially – the total bill of the RHA South East is estimated at 7 billion NOK (Ministry of 
Health and Care Services, p. 4). Two audits have critically evaluated the process and results 
of the merger and found little payoff thus far (Office of the Auditor General, 2012; Office of 
the Auditor General, 2013b). The auditors argued that the South-East RHA stands out among 
the four regions for being relatively passive in conducting its ownership role. The same 
criticism was cast on the Ministry of Health and Care Services as the central authority in the 
hospital system:  
 
“Challenges such as poor-quality buildings, scattered localities, the fragmented frameworks 
for the health enterprise and fragmented and different ICT solutions, have in particular 
impacted Oslo University Hospital’s ability and opportunity to complete the reorganization 
task. The South-East Regional Health Authority was familiar with the challenges before the 
task was assigned. The consequences for Oslo University Hospital’s implementation ability 
and treatment of patients were not sufficiently assessed or taken into consideration by the 
region. Due to this, the South-East RHA has contributed to creating unrealistic 
expectations…” (Office of the Auditor General, 2012, pp. 2-3) 
 
This, however, was not the only fault that was found. In seeking to explain why the merger 
has not produced significant results so far, there was something more difficult to change than 
“simple” organizational operations. To be fair, a few years are nowhere near enough time 
fully to rationalize a set of scattered buildings and complex, interdependent services. It may 
be a long time in politics but it is a short time in bricks and mortar, and in the process of 
changing cultures and local loyalties.  However, organizational merger may have created the 
potential for doing those things over the longer term, something that would never have 
happened while they were separate institutions: 
 
“Although progress has been seen in some areas, the restructuring of OUS has not provided 
clear improvements to date in treating patients or utilization of resources… OUS has 
persistent challenges marked by bottlenecks, waiting times and failure to meet deadlines. 
Introducing more effective treatment chains still remains for several forms of treatment and 
there is significant potential for utilizing expertise and working methods of the previously 
separate medical disciplines…” (Office of the Auditor General, 2013b, p. 2) 
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“After the merger of the Oslo University Hospital there have been a lot of problems and 
media interest… the complexity of the hospital is unusual for Norway and maybe we did not 
foresee all the possible problems that could occur following the merger… maybe as we look 
at it today we could have done the merger in a different way, big but not so big. Perhaps we 
could have merged Ahus to Akershus rather than to Oslo University Hospital. There have 
been problems but there are not so many today compared to three years ago so the situation is 
changing.” (Interviewee 41) 
 
The interviews provided further insights into why the reorganization has not yet produced the 
expected results. We argue that together with practical logistic considerations, such as the 
multi-site structure of the hospital that takes massive investment and time to change, 
resistance from certain elite medical specialties help us shed light on these findings. Thoracic 
surgery and neurosurgery, which are typically found on the top of the medical hierarchy when 
it comes to reputation, have traditionally fallen under the responsibility of both Rikshospitalet 
and Ullevål Hospital – two of the merged hospitals. Although there is only a short distance 
between the two facilities, both hospitals have historically developed significant competence 
into these highly-esteemed specialties and were perceived as competing rather than 
collaborating. The merger has sought to centralize these specialties, as well as others, but 
resistance from medical professionals has prevailed despite sustained efforts thus far. Other 
specialties, such as ear, nose and throat, agreed to the proposal of centralization, but not 
neurosurgery and thoracic surgery:  
 
“Before the merger it was considered a problem that the hospitals did not cooperate though 
they were physically close. Resources were not used in the best possible way. The idea was to 
merge in order not to duplicate: both support and the medical specialties, which were 
competing with one another… After the merger it takes time to change the previous culture… 
I think there is better utilization of resources after the reform, depending on medical specialty 
– some still don’t work together.” (Interviewee 46) 
 
As one interviewee plainly put it:  
 
“When the doctors want it, you can do it but when the doctors don’t want it, it takes a lot 
more time and a new building.” (Interviewee 33) 
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However, it is not any doctors, or all doctors, but those who are at the top of the medical 
hierarchy whose position may change and who may desire to pay little attention to “simple 
and perhaps useless administrative stuff”. This following quote provides an inside and helpful 
view of the tension inside the neurosurgery and thoracic surgery departments of the two elite 
hospitals:  
 
“The doctors are still in charge and you can see that in the case of our merger here in Oslo… 
we had to merge these because within two kilometers you had two hospitals performing 
similar high-tech services, like neurosurgery and thoracic, heart surgery… this normally 
should have happened earlier. These were the two specialized departments in the case of 
which there was agreement that it was possible to have only one department. The merger was 
successful in the case of ear, nose and throat and ophthalmology but long before the merger it 
was agreed to gather all ophthalmology at Ullevål and ear, nose and throat at the 
Rikshospitalet. And that was very dramatic because those from Rikshospitalet did not want to 
come and work at Ullevål and some even quit while those from Ullevål agreed to go to 
Rikshospitalet – they thought it was a good idea. You know there is medical hierarchy and on 
top are some of those specializations that did not agree to merge such as heart surgery and 
neurosurgery…” (Interviewee 33)  
 
Despite a regulated hospital system with generally clear lines of coordination and ownership, 
we see that in some salient cases, elite medical opposition can resist coordination efforts. It 
took a merger of two regional authorities and a merger of four different hospitals to seek to 
unify two medical departments, and in spite of this large-scale organizational change, deeply-
seated medical cultures prevailed. This resistance may be temporary only but it has already 
endured a good number of years and testifies to the power of elite medical professionals in the 
face of organizational change.   
 
The most important theoretical question is what theoretical lens can best explain these 
differences between stakeholders – the cultural perspective inspired by sociological 
institutionalism or the differing interests and goals based on principal-agent theory? We argue 
that both theories contribute important insights to explaining the differences between the main 
hospital stakeholders in Norway. A first point to reiterate is that differences between 
stakeholders hinder coordination. The greater the difference the more difficult coordination is. 
What factors contribute to these differences is a related question and to answer this question 
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we suggest that we need to draw not on one but on both perspectives – both the actor-oriented 
interests and goals and the cultural factors stemming from the different norms and values that 
characterize the different professions. These values and norms are cultural, institutional 
factors, a result of socialization processes that go beyond the rational interests and goals of 
powerful actors. The different norms and values shape the interests and goals of the actors. 
However, this, we suggest, does not necessarily cancel the fact that the elite medical 
profession, central policy makers and local politicians, possess their own set of interests and 
goals. These are culturally contingent but, nevertheless, they are still interests and goals that 
differ from one actor to another. It is for these reasons that we suggest that the hospital system 
culture, seen through the lens of sociological institutionalism, combined with the interests and 
goals of key stakeholders provide the best explanation for coordination problems. It is not 
only culture that matters – examples of coordination problems can occur and have occurred in 


















CHAPTER 8: COMPARISON AND CONCLUSIONS 
 
This comparative study of organizational reform in public hospital systems and central 
coordination in Estonia, Norway and Romania has brought to the surface a number of key 
findings. In this concluding chapter we first summarize the content of the reforms that were 
investigated in the thesis, followed by a comparative evaluation of the reforms in the three 
country cases as it pertains to coordination. Theoretically, we aim to explain the relationship 
between organizational reform and central coordination across the three cases building on the 
theoretical discussion in Chapters 5 to 7. Finally, we reflect on the choices made in designing 
the research and draw implications for practice.  
 
 
Organizational reform and coordination in public hospitals in Estonia, Norway and Romania 
 
 
We have seen that organizational reform in public hospitals has constituted an important 
component of healthcare policy in all three countries in the past 10 to 15 years. All three 
countries have experimented with structural reform (including decentralization or 
centralization) and have grappled with granting management autonomy to public hospitals 
while seeking to solidify policy-making and coordination capacity at the center of 
government. Importantly, this administrative change across the three hospital systems has not 
been marginal only – it has involved major resources and has received considerable attention 
from different stakeholders. Although hospital decentralization and autonomy reform 
constitute on-going processes that may constantly undergo some degree of change, we have 
observed that in two of our three cases, Estonia and Norway, the reform model proposed more 
than 10 years ago has essentially endured to the present. While ideas for change to the model 
have been put forward, in Norway for example, it is unlikely that this change would radically 
reshape the type of reform model adopted years ago. Romania, while clearly experimenting 
with the same types of international ideas, has thus far only implemented decentralization. 
Granting greater autonomy to hospital management is still an idea that is being considered by 
central policy makers in Romania, but it is uncertain if, when and how it will be implemented. 
For example, the latest healthcare strategy, the National Health Strategy 2014-2020, includes 
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a few “strategic action points” aiming at increasing the flexibility of hospital management in 
areas such as human resources, the use of modern managerial tools and performance and 
quality assessment (Ministry of Health, 2014, pp. 57-63). Thus, reform of hospital 
management autonomy is very much work in progress. However, decentralization – the 
transfer of ownership of public hospitals from the central government to local public 
authorities (i.e. municipalities and county councils) – was implemented on a large scale. Pro-
decentralization proponents, of whom there are many in Romania, managed to get reform all 
the way through implementation. This has not been the case with hospital autonomy which 
has undergone systematic internal resistance. Unlike hospital autonomy, hospital 
decentralization is less contested and is, in fact, one instance of a larger trend in public 
administration reform which has favored decentralization both internally and externally (see, 
for example, the EU’s support to “hasten” the long-lasting process of decentralization).  
 
Of all three countries, Estonia adopted the most decentralized and autonomous model as a 
result of the creation of legal hospital forms rooted in private law, foundations and limited-
liability companies, coupled with political decentralization. Adopted in the early 2000s, the 
reform model has ultimately been endorsed by parties across the political spectrum. What is 
particularly interesting in this case is that there is little interest in changing these fundamental 
principles of the system which are taken as a given to which further change can then be 
applied. For example, re-organizing the hospital network and creating networks of hospitals to 
improve coordination have recently been confidently pursued, but these do not change, 
however, the basic model which is still based on autonomous hospitals operating under 
private law and political decentralization. In the past 10 to 15 years, Norway moved towards 
centralization of hospital ownership, unlike Estonia and Romania, combined with the creation 
of autonomous hospital trusts. A distinctive feature of the hospital reform in Norway was the 
creation of the regional health authorities which own the hospital trusts and are in turn owned 
by the central government. These regional authorities are autonomous entities operating under 
the financial and structural framework of the state. For this reason, the centralization of 
ownership can also be described as regionalization capitalizing on the geography and history 
of the country which have traditionally included strong regional and local preferences. Unlike 
Estonia, however, the structure of the hospital system has been more seriously contested, 
especially by parties with conservative affinities and by the medical profession. Eliminating 
the regional health authorities and replacing them with more centralized responsibilities in the 
Ministry of Health and Care Services and/or the Directorate of Health has been one 
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recommendation but it is yet uncertain what the final arrangements will include and how 
different they will be from the model proposed in the early 2000s.  
 
In the face of organizational reform the state capacity to coordinate the decentralized and 
autonomous hospitals has been put to the test. At a more general level we see different 
mechanisms of coordination in the three public hospital systems. In spite of these different 
general mechanisms of coordination, there are a number of similar patterns that can be 
observed. We have observed a reconsideration of the role of central institutions, most notably 
the ministries of health, but also health insurance funds in social insurance systems or other 
central bodies in tax-based systems. There have been two major trends in this respect and 
these have followed a fairly sequential order. First, before the reforms we can notice a change 
in the role of the ministries of health from that of hospital administrators which owned and 
closely-coordinated and controlled the public hospitals to one of “steward” of the healthcare 
system. Though we should also remember that in this earlier era when the center, 
theoretically, was intensively coordinating, there were many symptoms that suggested that co-
ordination was not working. Structural and hospital autonomy shaped this shift which can 
most clearly be observed in the case of Estonia and to some extent in the case of Norway. In 
the latter case, though it can be argued that the 2002 hospital reform recentralized hospital 
ownership, this did not, however, involve a major change concerning the central 
administration of hospitals. The reform did not turn the state into an administrator of 
hospitals. Hospitals, in fact, gained a new legal form and were organized as trusts owned not 
directly by the state but by the regional health authorities. As far as this aspect is concerned, 
however, the case of Romania stands out. In this case, there has been growing interest to 
redefine the role of the Ministry of Health following international trends. Nonetheless, the 
Ministry of Health still has an important administrative role, especially in the case of those 
hospitals that did not undergo decentralization. The Ministry of Health aspires to be a steward 
of the healthcare system, but in reality it still maintains “tight” hands on the public hospitals. 
This does not come as a great surprise considering that hospital autonomy is limited in the 
case of Romania.  
 
A second more recent trend has been a reconsideration of the role of the center in the sense of 
strengthening coordinating, regulatory and policy-making capacity at the center of 
government. In Estonia, for example, we have seen pressure on the Ministry of Social Affairs 
to improve its regulatory capacity by coordinating the purchase of expensive medical 
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equipment, re-organizing the hospital structure (the master plan) and improving the 
coordination of the quality of care. Similarly, in Norway the center of government (rather than 
the regional health authorities) has followed similar trends in recent years. Standardization of 
processes, such as ICT tools, and the standardization of the quality of care have been two of 
the most recent policy trends. As in Estonia, there has been pressure on the center to assume a 
more direct role in the governance of these domains and pressure to “bring politics back in”.  
 
We notice therefore a pendulum moving back and forth with some alterations in what is 
considered to be ailing, but this process does not necessarily involve radical change to the 
reform model. It is an approach that is more likely to be politically and socially feasible and 
that incrementally addresses the problems identified in the system. The health insurance funds 
in social insurance systems are a second type of central institutions that proved influential in 
hospital policy. The traditional role in this case has been that of a “mere” reimbursement 
agency that processes invoices and, in return, refunds healthcare providers – little interest in 
policy, strategy, or quality of care. Our empirical research has not identified a significant 
change concerning the role of the National Health Insurance House in Romania. Problems 
have been identified both with the insufficient amount of financial resources and the ailing 
DRG system, but a change in the role of the fund has not yet gained saliency. This is not the 
case, however, with the Estonian Health Insurance Fund. In this case the fund, in fact, is 
perceived to play the most important role in the hospital system and has gained a position as a 
stand-alone institution that works alongside the Ministry of Social Affairs. Although not 
officially a policy institution, the fund’s policies can have an instrumental role in influencing 
hospital behavior. The funding system, and more importantly the financial incentives 
embedded in the funding mechanism, plays a role in the type and the amount of services that 
some hospitals provide. Hospitals have learned to react to these incentives and have become 
more financially interested than before the reform. These incentives may not necessarily 
reflect a certain policy position that the fund is taking, but they do not remain inconsequential 
for hospital behavior, as the case of oncology has shown. Furthermore, the fund has been one 
of the proponents of focusing on and improving the assessment of quality of care. Its role, 
however, has been limited by virtue of not being officially a policy institution.  Nevertheless, 
the fund is putting pressure on responsible policy institutions to develop and use comparative 
quality and performance indicators and assessments in the hospital system.  
At the outset of the research we posed the following research questions, which for 
convenience we list below:  
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Step 1  
 
RQ1: Has hospital autonomy changed national coordination of the system of publicly-owned 
hospitals in Estonia, Norway and Romania?  
RQ2: Has decentralization changed national coordination of the system of publicly-owned 
hospitals in Estonia and Romania? 
RQ3: Has recentralization changed national coordination of the system of publicly-owned 
hospitals in Norway? 
 
Step 2  
 





RQ5: What theory best explains similarities and differences in coordination problems between 
the selected cases?  
 
In what follows we take each research question in turn, summarize the findings from Chapters 
5 to 7 and then comparatively discuss the findings. While our main interest has been on the 
relationship between organizational reforms, problems of coordination and effects of 
coordination problems, throughout Chapters 5 to 7 we have also touched on more general 
evaluations of the reforms. Therefore, this concluding discussion is not restricted to the 
relationship between hospital reform and coordination alone, but also makes points about 
reform more generally. First, we discuss the relation between hospital autonomy and central 
coordination. On the basis of existing literature on the autonomy of public sector 
organizations and coordination in the public sector, we hypothesized that the autonomy of 
hospital management affects central coordination. The more autonomous hospitals are the 
more difficult it is for national institutions to coordinate the system of hospitals as a whole.  
Similarly, the more independent hospitals are the more difficult it is for them to work together 
as a system – it is expected that autonomous hospitals are more likely to be concerned with 
organizational interests and goals than with systemic desiderata. Our classification of cases 
has indicated that public hospitals in the three countries are characterized by different degrees 
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of autonomy: Estonia displaying the most autonomous arrangement, followed by Norway and, 
finally, by Romania. Therefore, we would expect central coordination to be most difficult to 
enact in Estonia, followed by Norway and Romania.  
 
In comparing the results across the three cases, we can conclude that hospital autonomy has 
overall posed serious challenges to the central coordination of autonomous hospitals in 
Estonia, much more so than in the case of Norway and Romania. The collected evidence in 
the case of Estonia has shown how, for example, some ambitious hospitals have diligently and 
effectively used their status grounded in private law to develop their own strategies that do not 
always or necessarily align with the expectations of central coordinating institutions. 
Furthermore, in analyzing the interview material and comparing it across the three cases, it is 
more likely that the discretion of hospitals in Estonia is perceived to pose challenges to 
coordination than in the other cases. While our research supports this general result, the 
autonomy of hospitals is not the only factor that affects the effectiveness of coordination. 
Moreover, hospitals that enjoy a lower degree of autonomy, as in Romania for example, are 
not necessarily more effectively coordinated than hospitals that enjoy a high degree of 
decision-making discretion.  
 
When we get to specific details and cases of coordination then it is more likely that the picture 
becomes more nuanced, and this, we would argue, is one of the merits of the approach we 
have taken in this research. We did not restrict the study to one or two pre-determined 
domains of coordination, such as medical personnel or finance, as important as these may be, 
but we inductively allowed the investigation to reveal areas which are in need of coordination. 
We have seen in this way how in Norway, for instance, coordination problems exist in more 
specific areas of ICT and in the case of elite medical specialties in the Oslo University 
Hospital. Overall, coordination in Norway has significantly improved following the 2002 
hospital reform, but this does not necessarily mean that coordination in the public hospital 
sector is problem-free. The research design did not allow assessing the individual effect of 
autonomy on coordination while keeping other possible factors constant. That was not the 
intention of the research, but in exploring the relationship between hospital autonomy and 
central, vertical coordination in different cases we have explored other factors at play. If we 
look again at Estonia and Norway, we see that not only are hospitals more autonomous in 
Estonia than in Norway, but central coordination in Estonia is much weaker than in Norway. 
Though hospitals in Norway enjoy a good degree of autonomy, autonomy does not seem to 
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hinder hospitals from strategic thinking. One can think strategically as long as one has a clear 
and fairly stable set of rules. The highly-regulated hospital sector in this country generally 
ensures effective coordination. This is achieved both formally through the financial, structural 
framework and the annual letter of instruction as well as by means of informal coordination 
such as regular meetings throughout the year. In Estonia, central coordination proved 
insufficient not only because of the autonomy of hospitals but also because of weak central 
coordination which includes inadequate regulation concerning the purchase of expensive 
medical equipment and the re-organization of the hospital network. For these reasons we may 
question the contention that a high degree of autonomy necessarily leads to coordination 
problems. It is only one part of the equation. The case of Romania is a case in point. We have 
argued that autonomy reform in Romania has not yet been implemented and that hospitals 
perceive their autonomy to be limited. Therefore, if we were to follow the previous argument 
we could expect central coordination to be effective in this case. However, there is no 
evidence that this has been the case and, furthermore, the limited autonomy has caused 
frustration among the hospital managers who perceive that coordination in fact takes the form 
of control. This control, on the Ministry of Health side, however, is deemed necessary to 
address serious ethical problems and corruption. If coordination of hospitals is an important 
policy goal, then it is not enough to cut down on hospital autonomy – effective coordination 
mechanisms and instruments are essential.  
 
Second, we considered the relationship between decentralization of hospitals in Estonia and 
Romania, recentralization in Norway, and central coordination. Decentralization involves the 
transfer of ownership from a higher, central level of authority, most typically the ministries or 
departments of health, to a lower level of authority such as county councils or municipalities. 
Recentralization is the opposite phenomenon resulting in ministries of health becoming, 
directly or indirectly, the owners of public hospitals. Although we agree that hospital 
autonomy and decentralization may follow similar processes and trajectories that ultimately 
result in power being dispersed from one entity to a number of different entities, we chose to 
treat these two reforms separately, as argued earlier in the thesis. These reforms may follow 
similar trajectories but this is not always or necessarily the case. It has been the case in 
Estonia, but not in Norway and Romania. In Norway, for example, the 2002 hospital reform 
included both recentralization of ownership and the creation of hospital trusts. In Romania, 
decentralization and hospital autonomy have been considered within the same program of 
hospital reform, but whereas decentralization was implemented hospital autonomy has not yet 
215 
 
been adopted. For these reasons, we argued that it is best for the purposes of this research to 
treat them as two inter-related, but separate types of organizational reform. In terms of the 
relationship between decentralization of hospitals and central coordination, we have found 
significant differences between Estonia and Romania. As we discuss these differences we 
need to keep in mind the other factors that play a role such as the autonomy of hospitals and 
the effectiveness of central coordination.  
 
There are also differences in these respects, as argued in the previous paragraph. The research 
has shown that political decentralization in Estonia combined with a high degree of hospital 
autonomy and insufficient central coordination, challenged a systemic approach to hospital 
governance. Considering that most hospital boards consist of local politicians, and that there 
is little influence from the center, local politics expressed through local interests and goals 
that are different from those of central authorities, proved effective in resisting central 
coordination. In this sense political decentralization turned out to make a difference. Had the 
national, systemic perspective been supported by the hospital boards, then central 
coordination may have become effective. In the hospital system in Romania, the large-scale 
2010 decentralization reform has covered most public hospitals, but our research has shown 
that de facto decentralization has not yet been entirely institutionalized. Furthermore, the 
Ministry of Health acting through its de-concentrated public health authorities is still exerting 
important influence on both the decentralized hospitals and those hospitals that remained 
under direct central coordination. It is not clear whether decentralization has yet had any 
significant impact on the ability of the Ministry of Health to coordinate the system of public 
hospitals as a whole. This finding can be explained by the limited de facto decentralization 
and by the low degree of hospital autonomy, given the fact that hospitals are in reality still 
budgetary institutions operating under the framework of the state budget.  
 
Recentralization in Norway has generally made it easier for the state to coordinate the hospital 
network and enact cost-control measures than it was the case before the reform when 
hospitals were owned by the 19 different counties. In this respect recentralization led to 
improvements in coordination, despite the creation of hospital trusts enjoying sufficient 
autonomy to make local decisions. A critical factor here was the creation of the formalized 
regional health authorities which have generally been effective in carrying out their mandate 
to ensure regional coordination within their jurisdiction. In working closely with a limited 
number of hospital trusts, following the process of hospital mergers, the regions were 
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typically able to enact coordination and make tough decisions which would have been 
difficult for national politicians to make. Acting as administrative bodies, though partly 
governed by politicians, the regional health authorities have gradually played a key role in 
improving coordination of the hospital sector as a whole.  
 
An important element of the analytical framework of the thesis was the different types of 
coordination problems and, relatedly, the effects of these coordination problems. In choosing 
to focus on specific problems of coordination – duplication, omission, contradiction and 
divergence – we sought to make the analysis more specific than it would have otherwise been 
possible by adopting a more general framework of assessing coordination. Looking across the 
three cases, we can conclude that omission seems less prevalent than the other types of 
problems. The exception in this case is waiting lists for elective care, a common concern 
internationally, but though this situation leads to no service being provided temporarily, the 
service will eventually be provided. For this reason we did not treat waiting times in detail 
and the subject is broad enough to warrant a more specific study of its own. Nevertheless, 
lack of coordination can arguably be a factor affecting omission and waiting times – better 
coordination between hospitals horizontally, for example, can lead to shorter waiting times 
and can possibly be a solution to situations of omission. In other words, it is possible that poor 
coordination leads to no service being provided, but we did not find sufficient evidence that 
would systematically point in this direction in any of the three hospital systems.  
 
Concerning the other types of coordination problems, we have documented specific cases in 
one or more of the three countries, such as for example divergent behavior of the East Tallinn 
Central Hospital and the Oslo University Hospital. The key point is that by looking at specific 
problems of coordination, we can readily show that although coordination generally 
improved, as it has in Norway, there are still specific domains in need of improved 
coordination. It is true that big hospitals in capital cities are typically the most difficult to 
coordinate and enjoy a certain status by means of their medical and scientific reputation. One 
therefore could argue that they are exceptions to the rule. While this may be true, it is 
primarily these leading hospitals that may be in need of coordination as they use large 
amounts of resources and are in a position to influence the network of hospitals as a whole. 
An important question is whether these four types of coordination problems are indeed 
problems or rather simple administrative “glitches” – something with which hospitals and 
coordinators need to learn to live with that do not pose serious problems to the efficiency, 
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financial sustainability or quality of care of hospital systems. We would suggest that these 
problems may challenge one or more of these systemic goals, but the evidence is limited. This 
was evident in the interview material in all the three countries: some interviewees perceive 
this to be the case but they provide little evidence. In those cases in which specific studies 
have been conducted about the financial sustainability of the current hospital network and the 
purchase of expensive medical equipment, as in Estonia, these do not cover the coordination 
problems as understood in our research. Nonetheless, we may not know with confidence what 
the effects of coordination problems have been, but we have shown that duplication, 
contradiction and divergence have received great interest in all three hospitals systems from 
policy makers in favor of greater coordination. We have seen how they struggled to tackle one 
or more of these problems, failing in some cases and succeeding in others. The drive towards 
merging hospitals and creating formal or informal hospital networks that work together is one 
clear sign of this growing interest, which is typically motivated by the need to improve 
efficiency and quality of care. Whether these goals of improved efficiency and quality 
stemming from integration have been obtained is an interesting research avenue, and it is 
debatable whether this has been the case. Therefore we suggest that problems of coordination 
are not mere administrative glitches and may lead to inefficiencies, and sub-optimal quality of 
care. At the same time, however, our research suggests that it is not necessarily hospital 
autonomy and decentralization which have caused these problems. They are certainly not new 
to hospital systems and a state-owned and controlled system does not necessarily guarantee 
problem-free coordination. We suggest, nonetheless, that these types of reform tend to 
reinforce coordination problems insofar as central coordination is inadequate. They need to be 
understood as part of the larger governance arrangement.  
 
Although the focus of this study was on the relationship between organizational reform and 
coordination, complex change is likely to give rise to a host of effects and implications 
besides the effects on coordination. Coordination is just one aspect of a much larger whole. 
As Chapters 5 to 7 highlight we were in a position to make a general assessment of the 
reforms in the three countries and insisted on differences that were observed after the change 
as compared to the situation before. We asked specific questions that proved useful in 
assessing the situation before and after the reforms. In the case of Estonia, we emphasized 
that, in spite of reinforcing coordination problems, decentralization and hospital autonomy 
have also produced a number of positive effects. These have generally included improved 
management capacity and professionalism, orientation towards the patient and, relatedly, 
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growing interest in the quality of healthcare services, and a drive towards modernization, 
change and innovation more generally. Furthermore, the empirical evidence has clearly shown 
that the vast majority of interviewees, regardless of institutional affiliation, while highlighting 
certain problems, have generally perceived the reform to have had positive effects when 
compared to the situation before the reform. This is useful in showing that improved 
coordination is but one desideratum that policy makers may want to achieve when promoting 
a new policy.  
 
Turning to Romania, in this case the 2010 decentralization thus far has partly achieved its 
goals and there is evidence suggesting that those local authorities that had sufficient 
administrative and financial capacity have contributed financially and managerially to the 
governance of the newly-decentralized public hospitals. There is evidence therefore that 
things are moving in the right direction and decentralization is one of the factors explaining 
this improvement. Nonetheless, though decentralization and hospital autonomy, in our view, 
are desirable, reaping the benefits of these types of reform has thus far been unequal. Not all 
local authorities possess the capacity and resources to assume the new responsibilities and 
central policy makers did not take sufficient interest in adapting the provisions of the reform 
to the local context. The pilot project could have included a few small local authorities from 
each region rather than only two well-resourced and large municipalities. On the basis of this 
limited pilot project, the reform proponents drew hasty conclusions that did not entirely 
reflect the reality on the ground. The reform was seen as a needed step forward, however, and 
was pushed forward to resist opposition even though not all reform pre-requisites were in 
place. In a turbulent financial context and great variation in financial and administrative 
capacity from one local authority to another, we ask whether it is realistic to wait until all pre-
requisites are met before hospital decentralization is implemented. Moreover, the 
decentralization process has already been postponed – following an incremental approach – 
for many years. However, policy makers, following a systematic evaluation, could have 
included in a first phase only those local authorities that possessed enough capacity, followed 
at a later stage by the local authorities that seemed to be in need of greater capacity before 
undergoing decentralization. Not being sensitive to the local context meant that the benefits of 
a good idea were not entirely taken advantage of. This leads us to suggest that inherently 
decentralization and autonomy can address some of the deep-seated problems of the hospital 
sector in Romania, but the context needs to support, rather than hinder, reform. This has not 




The 2002 hospital reform in Norway has facilitated cost control and overall improved regional 
coordination of hospital services. It also facilitated the reorganization and modernization of 
the public hospital network and created the premise for improving quality of care and patient 
safety. We argue that the 2002 reform had an instrumental role in improving coordination 
through the creation of the regional health authorities which were given specific coordination 
responsibilities. Similarly, hospital trusts which bring together different hospitals under the 
same general management, generally responded positively to the regional coordination 
efforts. Nonetheless, medical professionals in particular have drawn attention to increased red 
tape and administrative burden, an alleged focus on “economics” at the expense of patient 
treatment and care and a general emphasis on processes rather than patient outcomes. 
Therefore the 2002 hospital reform and the creation of the regions were blamed for these 
unintended consequences and proposals for change have been put forward which may involve 
a change in the coming years to the model adopted years ago.  
 
Explaining coordination: Conflicting interests and goals and hospital system culture 
 
 
The thesis was not only interested in evaluating the effects of organizational reform on central 
coordination, but also in explaining the relationship between reform and coordination 
problems. To this end, we have proposed a theoretical framework derived from principal-
agent theory and partly from sociological institutionalism, and used congruence analysis as a 
type of comparative case study approach. We derived a list of theoretical propositions from 
each of the two theories and confronted them with the empirical evidence collected in the 
course of the research. Chapters 5 through 7 provided an extensive discussion for each case 
and proposition. In this concluding chapter we first summarize the main theoretical findings 
for each case and then compare the three cases, and end the section with a discussion of 
theoretical implications. In explaining the effectiveness of central coordination, we found that 
some of the key insights of principal-agent theory are more useful than others. In this respect 
there are differences between the three hospital systems. First, positive incentives employed 
by the principals to coordinate the activity of the agents play a more important role in the case 
of Estonia than in Norway and Romania. We have emphasized that financial incentives 
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embedded in the financing system in Estonia incentivize hospitals to develop and provide 
cancer treatment that gives hospitals a bigger margin over their costs than other services, such 
as intensive care, which is generally unprofitable. These incentives have thus stimulated dis-
coordination. Rather than support central coordination, they have hindered it.  
 
Some hospitals, most notably East Tallinn Central Ltd., have responded to these incentives 
and developed divergent behavior which turned out to be difficult to govern, thus eschewing 
central coordination. While this case is prominent, we have not identified similar examples in 
the other two hospital systems. The two regional hospitals, Tartu University Hospital and 
North Estonia Medical Center in Tallinn, which are the two major cancer treatment centers, 
have developed cancer services that have been in line with national strategic plans.  
 
We therefore suggest that positive incentives play an important but limited role in influencing 
the effectiveness of coordination. They have been important in the sense that they have 
influenced the behavior of major hospitals thus possibly also affecting other public hospitals. 
They have, however, been limited in the sense that only some hospitals have reacted to these 
incentives in ways that contradicted national strategic plans. Negative incentives (or sanctions 
and penalties used by the center to coordinate hospital behavior), on the other hand, appear 
influential in the case of Romania where in recent years budget cuts led to a reduction in 
salaries in the public sector, thus affecting the coordination of the ailing public finances and, 
as a consequence, hospital finances specifically. These negative incentives – taking the form 
of budgetary cuts – exacerbated the contradiction between state policy goals and the 
achievement of those goals by hospitals.  
 
The financing mechanism, based on the DRG system, further affects the coordination of 
financial resources as a result of a major disconnect between the reimbursed prices and the 
actual costs of treatment. This difference further reinforces lack of transparency, unethical 
behavior and various forms of corruption – recurring characteristics of the hospital system 
culture in Romania. Second, we considered a second component of the principal-agent theory: 
information asymmetry and imperfect monitoring. Information asymmetry lies at the core of 
the principal-agent relationship and is one key factor why the principal needs to develop 
incentives to align the interests and goals of the agents to his. Imperfect monitoring is 
different in that it consists of the process through which the principal gathers information to 
address the asymmetric relationship. However, ultimately both the aim of collecting 
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information and of monitoring is to provide the principal with the missing and needed 
information to enact coordination. Information asymmetry is a condition of the principal-
agent relationship. Given this condition, the principal is interested in gathering information 
through monitoring that would help, at least in part, to address the asymmetric relationship. 
This does not imply that the principal will or can necessarily obtain sufficient information to 
change the asymmetric relationship, but it does imply that he is interested in doing so. The 
existence and use of monitoring tools show the interest of the principal in improving the 
information at his disposal. Therefore this proposition contends that it is the lack of 
information that hinders coordination. In this case we have found similarities between the 
three hospital systems and suggest that information asymmetry play a minor role only in 
hospital coordination. Certainly the drive for more and accurate information lies behind the 
trend towards the development of ICT systems, digital governance and e-health solutions. 
These are meant to improve the accuracy, availability and transfer and communication of 
information across different institutions and players in the healthcare sector both vertically 
and horizontally.  
 
We have also seen how in the case of Norway the coordination of ICT has met with resistance 
and has been painfully slow, despite sustained effort to promote the introduction and use of 
systems that “talk to each other”. These problems may have occurred because players were 
afraid of a big brother central coordinator or they may have occurred because different actors 
already had their own systems that they were used to and did not want to take the time, energy 
and money to change. Regardless of the reason, by not changing as expected, they hindered 
central coordination efforts. We have also seen in all three cases the need for performance and 
quality information that can support a greater emphasis on the coordination of clinical 
outcomes, rather than just the coordination of process. Nonetheless, we argue that in all three 
cases, central coordinating agencies have possessed sufficient information on areas that need 
coordination but despite this information, they were not able to improve coordination. This 
suggests that there are other factors that can explain the ineffectiveness of coordination. 
Examples in support of this finding abound across the three systems. For instance, Estonian 
central policy makers are well aware of the hospital network in need of reorganization and of 
the divergent behavior of East Tallinn Central. The same is the case for the coordination of 
quality of care in Norway, coordination of ICT tools and the situation of the merger of the 
Oslo University Hospital – the rivalry between the two neurosurgery and thoracic surgery 
units at Rikshospitalet and Ullevål Hospital was no secret. Likewise, the general problems of 
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the Romanian hospital sector are well-known, as clearly evidenced in the different healthcare 
strategies developed in recent years (Ministry of Health, 2010; Ministry of Health, 2014). The 
key point, we argue, is that despite this information, policy makers failed to act in such a way 
as to effectively address these problems.  
 
Why this has been the case needs a more convincing explanation, to which we now turn. We 
argue that a third component of principal-agent theory – the role of conflicting interests and 
goals – combined with the hospital system culture derived from institutional theory best 
explain coordination across the three cases. This is not to say that the three hospital systems 
possess the same hospital culture, which is not the case as shown earlier in the thesis, but the 
influence of the hospital culture itself proves illuminating and is an additional causal factor. 
The same is the case for the conflicting interests and goals. We do not necessarily suggest that 
the same stakeholders are at odds with each other in all cases or that the interests and goals 
differ with the same intensity in all countries at all times. However, whether outright conflict 
or differences in opinions, goals, or methods to achieve a certain goal, the key point is that 
these are influential enough to hinder or prevent coordination from being enacted. We have 
found considerable evidence in support of this explanation in the three cases. In Estonia, for 
example, we highlighted that the interests of local politicians, who govern most hospital 
boards, differ from those of central policy makers who are in favor of central coordination. 
Had there been consensus, we would argue coordination would have been much easier to 
implement than it has been the case so far. Furthermore, hospital management, endowed with 
a high degree of autonomy, follows an individual or local organizational logic whereas 
national policy makers favor a systemic perspective – the efficiency and financial 
sustainability of the hospital sector in its entirety. As the saying goes: “where you stand 
depends on where you sit.” Again, the alignment of these goals, unrealistic though it may 
seem, would facilitate coordination.  
 
Likewise, in Norway, though a high-trust culture that is compliant with ethical standards, we 
documented that differing interests and goals do exist, as in the case of Oslo University 
Hospital, but also more generally between the different administrative layers and professions 
– the medical profession are supporting patient care, investment in high tech medicine and 
treatment whereas administrators are favoring cost control and a managerial approach to 
quality assessment. Intertwined with actor-centered interests and goals is a hospital system 
culture that resists coordination. The medical profession has traditionally occupied a central 
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role, and stood against NPM-type reforms, which at least to some extent favored 
management, cost control and performance assessment and which challenged deep-seated 
professional practices. We have seen how the medical professionals in Estonia and Romania, 
in particular, have increasingly made use of international professional mobility and created 
unrest and unpredictability in human resource policy. Similarly, elite medical specialties such 
as neurosurgery, thoracic surgery and oncology have challenged the integration of these 
specialties into more systematic and coordinated organizational arrangements and fought to 
preserve the status quo, despite sustained coordination efforts.  
 
Similarly, in Romania there is evidence suggesting that the elite medical profession – “the law 
makers” – are in fact “running the show” in health policy and have eschewed forms of 
governance that would undermine their position. Characterized by “old-school” attitudes, this 
elite medical profession is likely to disqualify management attempts to coordinate 
performance and quality and introduce change to the system. Therefore, we argue that it is 
especially the elite medical profession, rather than the medical profession as a whole, that acts 
as a nucleus against central coordination. The status of the medical profession is deep-seated 
and long-standing, and not a product of decentralization and hospital autonomy reform. These 
types of reform have challenged but not changed the hospital system culture. In addition to 
the medical profession, the hospital system culture resisting coordination also comprises 
management professionals who do not necessarily agree with being centrally coordinated. 
Especially in a context of hospital management autonomy in Estonia, and to a much lesser 
extent in Norway and Romania, we have seen how a business and market mindset penetrated 
the new hospital culture. Supported by a larger culture in favor of business and the market and 
inter-sectorial mobility, hospital managers in Estonia felt especially empowered finally to 
start managing. This involved the introduction of business techniques, the use of which in 
some cases challenged government coordination. The case of Estonia clearly shows that it is 
not only the medical profession that may hinder central governance, but that hospital 
management itself may act in such a way as to hinder it.  
 
These findings give rise to a number of theoretical implications. Our research shows, first, 
that incorporating insights on conflicting (or differing) interests and goals from theories such 
as principal-agent is useful in explaining the effectiveness of coordination. Of all the elements 
of principal-agent theory, conflicting interests and goals proved the most relevant and 
consistent with the empirical evidence. This finding supports one aspect of the principal-agent 
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theory, but less the other propositions – information asymmetry, imperfect monitoring and the 
use of incentives for coordination purposes. Principal-agent theory proved only partially 
useful. Furthermore, it is important to note that the influence of conflicting interests and goals 
in political processes was not an original discovery of principal-agent theorists. These were 
part of mainstream political science before principal-agent theory became popular. This 
implies that other theories in the social and political sciences that incorporate differing 
interests and goals can help in explaining coordination in public hospital systems. It is a merit 
of principal-agent theorists, however, that they built upon and popularized this set of ideas in 
a way that is clear and relevant not only in business but also in healthcare policy and 
management.  
 
Second, we argue that the concept of hospital system culture, derived from, but not equal to 
the whole of, sociological institutionalism, helpfully complements the actor-centered interests 
and goals and exerts influence on central coordination. It is not only the differing interests and 
goals of the key stakeholders that hinder central coordination, but also their different values, 
norms, and behavior patterns that stem from those different values and norms. These factors 
are cultural in an institutional sense and shape stakeholders’ interests and goals. Within the 
hospital system culture, the elite medical profession, local politicians and powerful 
management stakeholders play an important role. The dynamic interaction between these 
stakeholders affects the effectiveness of central coordination.  
 
Thus we suggest that conflicting interests and goals and the proposed hospital system culture 
offer complementary rather than competing insights into organizational reform and public 
hospital coordination. Both are needed and useful – actors do play a role but so does cultural 
norms and value which shape actors’ interests and goals. Using congruence analysis, which is 
amenable to both a competing and a complementary theoretical approach, we did not find 
evidence against a specific theory, say principal-agent, and at the same time in favor of the 
second competing theory, in this case sociological institutionalism. Had we found such 
evidence, we could have concluded that a competing approach is most consistent with the 
available evidence. However, while we do not dismiss either of the two theories as a whole, in 
the case of principal-agent theory we did find more support for certain elements of the theory 
than for others. Admittedly, our treatment of sociological institutionalism was limited, in that 
we only looked at culture, and excluded other interesting ideas that are part of the richness of 
the new institutionalism. The complementarity between conflicting interests and goals and the 
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hospital system culture leads to a consideration of the relationship between these two sets of 
ideas. They are broad enough to cross the boundaries of a particular theory, as already shown, 
and that applies to both principal agent and sociological institutionalism. Neither of these was 
the first to “invent” the concept of conflicting interests and goals, on the one hand, and 
culture, on the other hand. In this thesis we emphasized the impact of conflicting interests and 
goals, as derived from principal-agent theory whereas in the case of culture the emphasis was 
placed on different values and norms. What both theories have in common is the differing 
aspect of these factors. Whether values, norms, interests or goals, the crucial finding is that 
they differ. The more different and conflicting they are, we suggest, the more difficult it is to 
enact coordination.  
 
Arguably, values and norms shape behaviors and routines, and may thereby indirectly 
influence the interests and goals of actors. One can thus suggest that the differing interests and 
goals of hospital stakeholders are themselves contingent on cultural factors. As long as the 
concept of culture can be stretched to mean almost anything that may be true. However, in 
keeping with the distinction in political science between structure and institution, on the one 
hand, and agency and behavior, on the other hand, we emphasize the difference between 
culture in an institutional sense, and actor-oriented goals and interests. They may be mutually 
shaped but they are not the same. Hospital stakeholders do not only have certain values and 
norms as a result of specific socialization processes and develop certain attitudes and behavior 
patterns as a result of the values and norms, but they also possess specific interests and goals. 
Though they are shaped by different cultural values and norms which in turn determine the 
goals and interests to be different, but this influence does not necessarily cancel the role of 
interests and goals. In emphasizing actors’ differing interests and goals principal-agent theory, 
we suggest, can contribute useful insights into public sector coordination.  
 
Third, a criticism of principal-agent theory applied to complex public policy is that the theory 
proves useless when multiple principals and agents are involved. However, we have shown 
earlier that the theory has in a few instances been applied in healthcare and deemed useful. In 
our case, we paid particular attention to the key insights of the theory and applied principal-
agent as a framework between the coordinating actors and the coordinated hospitals. We 
treated multiple principals and paid particular attention to the role of the ministries of health 
and the health insurance funds as the key central governing bodies. Likewise, we were 
interested in the coordination of public hospitals as a system but paid particular attention to 
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cases that would stand out, such as the cases of divergent hospital behavior. Overall, we did 
not find inconveniences in using the insights and the principal-agent framework to a sector 
involving multiple principals and agents. At the same time it needs to be acknowledged that 
this work did not use explicit theoretical or modelling tools that would test the relationship 
between one or more principals, on the one hand, and multiple agents, on the other hand. 
Future research using principal-agent theory in healthcare policy and governance could aim to 
test this relationship, although the operationalization would be very challenging.   
 
A fourth implication concerns the debate on NPM and post-NPM. In choosing two types of 
reform that are usually included under NPM, we draw implications for NPM theory more 
generally while keeping in mind that the reforms that we investigated in this thesis were 
decentralization and hospital autonomy only (not performance management, contracting out 
and other similar reforms). In choosing different cases, some of which better resonate with 
NPM than others, we can draw implications of the effects of NPM reform on central 
coordination. Estonia, as explained in Chapter 3, is for our purposes a NPM case 
characterized by a high degree of hospital autonomy and decentralized hospitals, Norway is a 
mixed case defined by high autonomy and centralized ownership. Romania consists of a 
mixed case with decentralized hospitals and low autonomy, and a non-NPM case 
characterized by low autonomy and centralized hospital ownership. The question is whether 
in a strong NPM case, coordination has been more challenging, as typically claimed, than in a 
case that displays less of a NPM character. According to this proposition, coordination is 
more difficult to enact in Estonia, than in Norway and would be the easiest to achieve in the 
least NPM case. Following the same logic, we would expect differences between the 
coordination of decentralized hospitals in Romania and those that did not undergo the process 
of decentralization. However, in this latter case we did not find any significant differences. 
Although the ownership of hospitals changed, the autonomy of hospitals did not undergo 
significant change and the Ministry of Health has continued to exert control on both the 
centralized and decentralized hospitals. Not only are decentralized hospitals coordinated 
locally, but they have continued to be centrally controlled. Looking across the three hospital 
systems more generally, we have found central coordination to be more difficult in Estonia 
than in the other two cases.  
 
Nonetheless, we have argued that a high degree of hospital autonomy and a decentralized 
arrangement do not necessarily make coordination ineffective. There are other factors that 
227 
 
need to be considered. Conversely, centralized and low-autonomy hospitals are not 
necessarily more effectively coordinated than high-autonomy and decentralized hospitals. 
Romania is a case in point here. In conclusion, while we see a relationship between NPM-type 
reform and problems of coordination, decreasing the autonomy of hospitals or centralizing 
ownership do not necessarily lead to improved coordination. Furthermore, policy makers need 
to consider possible trade-offs that may arise from tightening control keeping in mind that 
improved coordination is but one goal they may want to achieve. Policy makers need to be 
aware that more coordination does not necessarily involve better coordination. What they 
need to aim for is better not greater coordination. Too much coordination may create or 
reinforce a focus on process rather than outcome, which will be difficult to sell in today’s 
environment where politicians, patients and citizens increasingly expect results and not only 
due process. Therefore an acceptable balance needs to be found between the coordination of 
process and the focus on outcomes. The former may improve the latter but it may also stifle it.  
 
A fifth implication concerns the case selection and the implications for comparative research 
in healthcare policy and public policy and management more generally. In choosing one 
Nordic hospital system and two former communist states, the selection of cases is unusual. 
Most of the comparative empirical research has treated reform in Western and Northern 
Europe apart from reform in Central and Eastern Europe. The multitude of differences, it is 
argued, is likely to render such comparisons useless. The use of a most similar research 
design, the typical approach, is therefore not readily applicable. Underlying this design is also 
the assumption that variables can be held constant and the control for extraneous variance, 
other than the independent variable of interest, is exercised by selecting most similar cases 
(Peters, 1998b). Alternatively, a most different design considers different cases and looks for 
explanation why a similar outcome is observed. However, it is difficult to find in reality 
situations in which the requirements of any of these two designs are satisfactorily met in 
political science research (Peters, 1998b).  
 
For the purposes of this research we selected similar types of organizational reform that were 
implemented in different countries and were interested in explaining the relationship between 
reform and coordination in different countries. The assumption here, which turned out to be 
supported by the data, is that the differences between the three hospital systems do not 
necessarily explain the effectiveness of coordination. For example, certain socio-economic 
characteristics do not necessarily explain why coordination fares better in a country than in 
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another. A resourceful hospital system, as in Norway, does not guarantee effective 
coordination. Comparing Estonia and Romania, for instance, we can reach the general 
conclusion that though the socio-economics are more favorable in Estonia than in Romania, 
this does not seem to have resulted in improved coordination. Similarly, if we consider the 
size of the system (much lower in Estonia) we would be inclined immediately to expect 
coordination to be easier when compared to a larger system. However, this has not been the 
case. These differences may affect coordination, either by facilitating or hindering it, but they 
do not explain its effectiveness. The same is true concerning the elements of the hospital 
system culture analyzed in this thesis. A generally high-trust culture that is compliant with 
ethical standards does not necessarily imply that no coordination problems can occur. The 
case of Norway is a case in point. Coordination problems can and have occurred, as shown in 
this research, in one of the most coordination-favorable cultures. Granted, the scale and 
intensity of coordination problems between the three cases is different, and in general the case 
in Norway has revealed better coordination than in the case of Romania, but the key point, we 
suggest, is still valid. The implication therefore is that we can aspire to compare the 
coordination of hospitals in different countries rather than restrict to those that appear to be 
most similar.  
 
 
Implications for practice 
 
This research also leads to a number of implications for practice. First, at the center of the 
thesis lies the relation between central coordination and local autonomy, which has given rise 
to controversies both in theory and practice leading to on-going experimentation with finding 
the right mix between these two values (Pollitt and Bouckaert, 2011). The assumption 
underlying this debate is that more local and organizational autonomy means less, and 
presumably less effective, central coordination. Therefore policy makers have considered 
finding the proper balance knowing that there is a trade-off at stake, and that they cannot 
expect the best of both worlds. While we find support for this hypothesis, we suggest that 
there are innovative ways in which reformers can grant significant decision-making autonomy 
to public hospitals while maintaining a coordinated approach to the entire public hospital 
system. A general assessment of our three cases reveals two extreme cases: Estonia and 
Romania. Hospitals in Estonia benefit from a high degree of autonomy but this arrangement 
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can be criticized for lacking central coordination. By contrast, Romanian public hospitals 
enjoy little decision-making autonomy and central coordination has remained tight and in 
some areas has in fact increased in recent years (see for example the case of centralized public 
procurement).   
 
As far as hospital autonomy and coordination are concerned, we argue that policy makers in 
Norway have managed to find an acceptable balance. Central and regional coordination while 
generally effective leaves ample room for hospital decision making. Hospital managers do not 
experience coordination to restrict their discretion which, in general, has meant that 
coordination, with a few exceptions, has been acceptable and followed through. The case of 
Norway does certainly not portray a perfect picture but the 2002 reform and the creation of 
regional health authorities and hospital trusts, we argue, greatly facilitated coordination while 
preserving hospital autonomy. An implication of this finding is that policy makers in other 
countries may want to consider an arrangement – whether regional or more local – to improve 
coordination over large catchment areas, which presumably can then be easier to govern 
nationally.  
 
This arrangement needs to ensure that hospitals are given the authority to make decisions 
within the national and regional/local structural and financial framework. Within these 
catchment areas hospitals need to be encouraged to cooperate in order to reduce coordination 
problems such as duplication and omission. Being part of the same region is likely to improve 
collaboration and can gradually create or reinforce a sense of regional identity which can be 
supportive of cooperation within the same region. The challenge will remain to ensure that 
this regionalization is still consistent with a national, systemic perspective. It is possible that 
regions or the local authorities may develop regional interests and goals that misalign with the 
national perspective. A strong center therefore is necessary to counteract this tendency if 
national coordination is to be improved. These ideas have gained momentum across Europe 
supported by a trend towards network thinking and the need to specialize and integrate high-
level specialties and medical services to improve quality and increase efficiency. We have 
observed similar developments in Estonia and Romania, but they need to be sustained and 
implemented in practice, which has not yet been the case in either of these countries. The 
organization of hospitals as foundations or hospital trusts is a step forward compared to an 
arrangement based on budgetary institutions. This arrangement is conducive to fostering a 
sense of organizational responsibility and is more likely to facilitate the professionalization of 
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management. Furthermore, it involves an increase in decision-making autonomy which, 
supported by a fitting context, can improve the organization and provision of services. These 
foundations, however, need to be integrated into a larger area, as suggested earlier.  
 
Hospital reform, as a case of public sector policy more generally, is inherently complex and 
gives rise to a host of effects, some of which are intended while others are unintended and 
difficult to predict (Margetts, 6 and Hood, 2010; Pollitt and Bouckaert, 2011). Therefore, 
policy makers need to take into account the possibility that a reform may at least to some 
extent achieve its goals, for example, improved coordination, but at the same time that same 
reform is likely to make some things worse. As much as possible, reformers need to consider 
before designing the reform who will be affected and how, e.g. medical professionals, local 
authorities, hospital managers and so forth. In all three cases, but especially in Estonia and 
Norway, we have found unintended consequences at play which have subsequently triggered 
a reconsideration of the model of the reform previously adopted. A further implication of this 
finding is that policy makers need to ensure they have the capacity to monitor reform 
regularly and identify any areas that may need change along the way. This needs to be 
reconciled with the reality on the ground, which involves an accurate understanding of this 
reality, as well as the need to let reform develop its course to prevent reform from being 
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I. Interview questionnaire: central healthcare institutions (English version) 
 
 
1. How would you describe current activities taken by national-level health policy 
institutions to coordinate the system of publicly-owned hospitals in Estonia/Norway? 
 
Note: Coordination means the activity taken by national policy institutions such as 
ministries of health to ensure that public hospitals work as a whole system.   
 
2. Compared to a few years ago, how would you characterize the activities taken by 
national-level health policy institutions to coordinate the system of publicly-owned 
hospitals in Estonia/Norway? 
 
 What trend do you observe in this respect?  
 What could best explain this trend? 
 
3. What changes (if any) with the aim to coordinate the system of publicly-owned 
hospitals in Estonia/Norway have been made in recent years? 
 
 In your view, what reasons could best explain these changes?  
 
4. How do you see the ability of national health policy institutions to coordinate the 
system of publicly-owned hospitals in the following areas:  
 
 Human resources 
 Finance 
 Service organization 





5. Thinking about the system of publicly-owned hospitals in Estonia/Norway as a whole, 
do you encounter the following problems concerning the coordination of the system 
by national health policy institutions?  
 
i. When for example two different hospitals perform the same task that could be 
performed more efficiently and effectively in one place only [duplication] 
 
 Please provide some examples of situations when you experienced this 
problem 
 
ii. Gaps in performing a needed task so that a task ultimately ends up not being 
performed by any hospital [omission] 
 
 Please provide some examples of situations when you experienced this 
problem 
 
iii. Differences in policy, legislation or regulations governing hospitals that 
contradict one another [contradiction] 
 
 Please provide some examples of situations when you experienced this 
problem 
 
iv. Self-interested action by a particular hospital that affects the system of 
hospitals as a whole [divergence] 
 




6. Of the four types of problems discussed earlier, which do you think are most 
frequently encountered? 
 




7. Thinking about the reform to decentralize (for Estonia) or recentralize (for Norway), 
in your view in what ways has this reform affected the national coordination of the 
system of publicly-owned hospitals in Estonia/Norway? 
 
8. Would you say that national coordination improved, deteriorated or did not change 
significantly as a result of decentralization (or recentralization in the case of Norway)?  
 
9. Thinking back about the reform to create self-governing public hospitals – that is 
publicly-owned hospitals that have greater power to make decisions – in what ways 
has this reform affected the national coordination of the system as a whole? 
 
10. Would you say that national coordination improved, deteriorated or did not change 
significantly as a result of giving a high degree of autonomy to hospitals?  
 
11. When thinking about the culture of the Estonian/Norwegian healthcare system, in 
what ways do you think that this culture is different (if it is different) from the culture 




II. Interview questionnaire: hospitals (English version) 
 
 
1. How would you describe current activities taken by national-level health policy 
institutions to coordinate the system of publicly-owned hospitals in Estonia/Norway? 
 
Note: Coordination means the activity taken by national policy institutions such as 
ministries of health to ensure that public hospitals work as a whole system.   
 
2. Compared to a few years ago, how would you characterize the activities taken by 
national-level health policy institutions to coordinate the system of publicly-owned 




3. What changes (if any) in health policy in the past years in Estonia/Norway would you 
say have had the greatest impact on the coordination of your hospital by national 
health policy institutions? 
 
4. How would you characterize the discretion of hospital management to make decisions 
concerning the administration of the hospital you work for? 
 
 What trend do you observe in this respect?  
 What could explain this trend? 
 
5. Should national health policy institutions coordinate the system of publicly-owned 
hospitals in the following areas?  
 
 Human resources 
 Finance 
 Service organization 
 Service provision 
 
 
6. Would you say that national level coordination of your hospital in these specific areas 
improved, deteriorated or did not change significantly as a result of management 
reforms in the hospital system? 
 
 Why do you think so? 
 What other evidence exists to support this view? 
 
7. When thinking about the culture of the Estonian/Norwegian healthcare system, in 
what ways do you think that this culture is different (if it is different) from the culture 







III. Interview questionnaire: central healthcare institutions (Romanian version) 
 
 
1. Cum a-ți descrie la acest moment activitățile  Ministerului Sănătății și a altor instituții 
cu rol de coordonare în ceea ce privește coordonarea sistemului de spitale publice din 
România?  
 
Notă: Prin coordonarea sistemului de spitale publice înțelegem desfășurarea acelor 
activități cu scopul de a asigura că spitalele publice de diverse tipuri lucrează ca un 
întreg, ca un sistem în ansamblul său.  
 
2. Comparativ cu acum câțiva ani, spre exemplu 5 ani, cum a-ți caracteriza activitățile 
Ministerului Sănătății și a altor instituții cu acest rol în ceea ce privește coordonarea 
sistemului de spitale publice de la noi din țară? 
 
 Ce tendințe observați în această privință?  
 Ce factori credeți că explică aceste tendințe? 
 
3. Ce schimbări semnificative (dacă este cazul) au fost făcute în ultimii ani ce au avut ca 
scop coordonarea de către instituțiile centrale a rețelei de spitale publice din România? 
 
 În opinia dvs. ce factori au condus la aceste schimbări?  
 
4. Cum evaluați capacitatea Ministerului Sănătății și a altor instituții cu rol de coordonare 
a spitalelor publice în următoarele domenii: 
 
 Resurse umane 
 Resurse financiare 
 Organizarea servicilor medicale furnizate de spitalele publice 
 Furnizarea servicilor medicale de spitalele publice 
 
5. Referindu-ne la sistemul sau rețeaua de spitale publice din România ca și un întreg 





i. Spre exemplu situații în care două sau mai multe spitale publice indiferent de 
tip furnizează același serviciu medical care ar putea fi furnizat mai eficient și 
cu rezultate medicale mai bune doar în unul sau unele din aceste spitale publice  
 
 Puteți să-mi dați exemple de astfel de situații?  
 
ii. Situații în care există lacune în a furniza un anumit serviciu medical astfel încât 
acest serviciu  nu este furnizat de nici un spital public din județ sau din țară  
 
 Puteți să-mi dați exemple de astfel de situații?  
 
 
iii. Situații în care există diferențe între diverse legi sau politici din domeniul 
coordonării rețelei de spitale publice din țară astfel încât acestea se contrazic 
între ele  
 
 Puteți să-mi dați exemple de astfel de situații?  
 
 
iv. Acțiune unilaterală a unui spital sau grup de spitale publice care afectează 
sistemul de spitale publice în ansamblul său  
 
 Puteți să-mi dați exemple de astfel de situații?  
 
6. Dintre cele 4 tipuri de situații de mai înainte pe care le-ați întâlnit cel mai des până 
acum în activitatea dvs.? 
 




7. Referindu-ne acum la reforma descentralizării majorității spitalelor publice de la noi 
din țară, în opinia dvs. în ce fel a influențat ea coordonarea rețelei de spitale publice în 
ansamblul său?   
 
8. Cum a-ți evalua coordonarea spitalelor publice în urma descentralizării? Considerați 
că această coordonare s-a îmbunătățit, s-a înrăutățit sau nu s-a schimbat semnificativ?  
 
 De ce credeți asta? 
 Ce date există în acest sens? 
 
9. Referindu-ne acum la reforma de a crea spitale publice autonome – adică spitale 
publice în care managerii de spital au un grad mare de libertate în a lua decizii – în ce 
fel credeți că această reformă a afectat sau ar afecta coordonarea rețelei de spitale 
publice în ansamblul său? 
 
10. Cum a-ți evalua coordonarea spitalelor publice în urma acestei reforme de a crea 
spitale publice autonome? Considerați că această coordonare s-a îmbunătățit, s-a 
înrăutățit sau nu s-a schimbat semnificativ?  
 
11. Gândindu-ne la cultura sistemului sanitar din România (în sens de mentalitate, adică la 
moduri de gândire și comportament ce definesc un anumit domeniu) cum a-ți 
caracteriza-o pe scurt? Ce trăsături caracteristice o definesc după părerea dvs.? 
  
 
IV. Interview questionnaire: hospitals (Romanian version) 
 
 
1. Cum a-ți descrie la acest moment activitățile Ministerului Sănătății și a altor instituții 
cu rol în domeniu în ceea ce privește coordonarea sistemului de spitale publice din 
România?  
 
Notă: Prin coordonarea sistemului de spitale publice înțelegem desfășurarea acelor 
activități cu scopul de a asigura că spitalele publice de diverse tipuri lucrează ca și un 
întreg, ca un sistem în ansamblul său. 
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2. Comparativ cu acum câțiva ani, spre exemplu 5 ani, cum a-ți caracteriza activitățile 
Ministerului Sănătății și a altor instituții cu acest rol în ceea ce privește coordonarea 
sistemului de spitale publice de la noi din țară? 
 
 Ce tendințe observați în această privință?  
 Ce factori credeți că explică aceste tendințe? 
 
3. Ce schimbări semnificative (dacă este cazul) întreprinse în ultimii ani în sistemul 
nostru sanitar au avut cel mai mare impact asupra activității spitalului dvs.? 
 
4. Cum a-ți caracteriza autonomia spitalului de care aparțineți în sensul de libertate de a 
lua decizii privind activitatea de zi cu zi a spitalului și libertatea de a lua decizii 
strategice pe termen mediu și lung? 
 
 Ce tendință observați privind autonomia spitalului pentru care lucrați? 
 Ce factori credeți că explică această tendință?  
 
5. Cum evaluați capacitatea Ministerului Sănătății și a altor instituții cu rol de coordonare 
a spitalului de care aparțineți în următoarele domenii: 
 
 Resurse umane 
 Resurse financiare 
 Organizarea servicilor medicale furnizate de spitalele publice 
 Furnizarea servicilor medicale de spitalele publice 
 
 
6. Cum a-ți evalua coordonarea spitalului dvs. în urma descentralizării? Considerați că 
această coordonare s-a îmbunătățit, s-a înrăutățit sau nu s-a schimbat semnificativ?  
 
 De ce credeți asta? 




7. Gândindu-ne la cultura sistemului sanitar din România (în sens de mentalitate, adică la 
moduri de gândire și comportament ce definesc un anumit domeniu) cum a-ți 




V. Program of interviews: Estonia 
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VI. Program of interviews: Romania 
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2. Main interviews  
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VII. Program of interviews: Norway 
 
 
A. Hospital management representatives 
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De centrale vraag in dit proefschrift is of de toegenomen autonomie en decentralisatie die 
verbonden zijn met New Public Management (NPM) een impact hebben op de coördinatie 
van organisaties binnen de publieke sector.  
Verscheidene ideeën en gebruiken die ooit typerend waren voor de private sector zijn 
ondertussen ook binnen de publieke sector terug te vinden. De introductie van deze ideeën en 
gebruiken in de publieke sector werd vaak aangemoedigd door het gebruik van termen zoals 
‘verandering’, ‘modernisering’ of ‘New Public Management’ (NPM). Want hoewel deze 
ideeën niet helemaal nieuw waren, geraakten zij vanaf begin jaren ’80 in een 
stroomversnelling binnen verschillende Westerse democratieën, en werden zij vanaf dan 
steeds vaker gepromoot als een oplossing – en soms zelfs de enige oplossing – voor 
problemen binnen de overheid.  Er zijn echter grote verschillen tussen landen en sectoren in 
de verspreiding en uitvoering van deze ideeën. Twee van de belangrijkste voorstellen tot 
verandering zijn de afsplitsing van bureaucratische vormen van organisatie en decentralisatie. 
De verwachting was dat deze hervormingen zouden leiden tot een verbeterde operationele 
flexibiliteit, een betere tegemoetkoming aan de noden van de gebruikers van 
overheidsdiensten en uiteindelijk een betere kwaliteit en betere prestaties. In lijn met de 
voorgestelde hervormingen zouden bestuurders binnen de publieke sector meer 
beslissingsvrijheid krijgen in het toepassen van managementprincipes en -technieken. 
Managers en de entiteiten die zij leiden worden voortaan verwacht om initiatief te nemen, 
proactief te zijn en zelf te handelen, in plaats van uitsluitend te reageren op de eisen en 
bevelen van politiekers, zoals dat traditioneel gebeurde binnen de overheid.  
Een tweede belangrijke hervorming waarmee binnen de publieke sector veelvuldig werd 
geëxperimenteerd, is decentralisatie. Uitgangspunt hierbij is dat beslissingen zo dicht 
mogelijk bij de burger genomen moeten worden. Men stelt immers dat dit leidt tot betere 
informatie over en een beter begrip van de lokale noden, wat vervolgens betere beslissingen 
met zich meebrengt. Daarnaast is er de ambitie om de vertraging en de overbelasting die 
gepaard gaan met sterk gecentraliseerde beslissingen te reduceren. De trend naar meer 
decentralisatie is echter niet nieuw binnen de publieke sector, en evenmin eenduidig. 
Sommige overheden hebben stappen ondernomen om bepaalde functies opnieuw te her-
centraliseren na jarenlange inspanningen van decentralisatie. Andere overheden stonden 
aanvankelijk dan weer afzijdig tegenover decentralisatie, maar hebben recent toch duidelijke 
stappen in die richting gezet.  
De specifieke setting waarop in dit doctoraatsproefschrift wordt gefocust omvat publieke 
ziekenhuissystemen in drie Europese landen: 
1) Een Scandinavisch land – Noorwegen 




3) een land uit Centraal-en Oost-Europa, voormalige communistische staat en  EU-
lidstaat sinds 2007 – Roemenië. 
Het proefschrift bestaat uit acht hoofdstukken. Hoofdstuk 1 introduceert het onderwerp van 
het onderzoek en motiveert de academische en maatschappelijke relevantie ervan. Hoofdstuk 
2 biedt een studie van de literatuur en toont hoe het onderwerp van het proefschrift gesitueerd 
kan worden binnen een breder academisch kader. Dit omvat enerzijds de literatuur uit de 
bestuurskunde en overheidsmanagement, en de literatuur inzake New Public Management, 
governance en coördinatie in het bijzonder, en anderzijds de literatuur inzake het beheer en 
beleid van de gezondheidszorg en ziekenhuizen. Het hoofdstuk biedt een theoretische studie 
van het concept coördinatie, en toont aan hoe  vanuit verschillende theorieën wordt gekeken 
naar coördinatie binnen de publieke sector. Het hoofdstuk bekijkt ook bestaande analytische 
en empirische benaderingen van coördinatie. In hoofdstuk 3 stellen we een analytisch kader 
voor voor het analyseren van de centrale coördinatie van publieke ziekenhuizen. Het kader is 
gebaseerd op twee theorieën, de principaal-agenttheorie en het sociologisch institutionalisme, 
en wil nagaan hoe coördinatieproblemen verklaard kunnen worden. Hoofdstuk 4 omvat het 
onderzoeksdesign, en gaat dieper in op de selectie van de cases en de methoden. In dit 
proefschrift wordt  gebruik gemaakt van een ‘verklarende comparatieve case studie’ aanpak 
om te begrijpen hoe hervormingen een invloed hebben op coördinatie  binnen 
ziekenhuissystemen in drie landen: Estland, Noorwegen en Roemenië. We gebruiken daarbij 
een congruentie-analyse als specifiek type van case studie-onderzoek. Congruentie-analyse 
verbindt empirische waarnemingen met verwachtingen op basis van de theorie. De 
belangrijkste bron van empirisch materiaal omvat een reeks van semigestructureerd 
interviews met verschillende stakeholders in de drie landen, zowel binnen centrale 
overheidsinstellingen als binnen ziekenhuizen. Dit materiaal wordt aangevuld met relevante 
documenten en statistische gegevens. Hoofdstukken 5 tot en met 7 omvatten de kern van het 
proefschrift en beschrijven, evalueren en verklaren de relatie tussen organisatorische 
hervormingen binnen publieke ziekenhuizen en coördinatieproblemen. Elk van deze drie 
hoofdstukken, één hoofdstuk per land, wordt afgerond met een discussie van de gelijkenissen 
(en verschillen) tussen de empirische bevindingen en de theoretische veronderstellingen. In 
elk landen-hoofdstuk trachten we het verband tussen organisatorische hervormingen binnen 
publieke ziekenhuizen en centrale coördinatie te verklaren aan de hand van het theoretisch 
kader dat in hoofdstuk 3 werd geïntroduceerd.  Hoofdstuk 8 biedt een vergelijking van de 
empirische en de theoretische bevindingen doorheen de drie cases en bespreekt de betekenis 
van de resultaten van het onderzoek voor zowel de theorie als de praktijk.  
 
Het onderzoek heeft tot de volgende conclusies geleid: 
 Organisatorische veranderingen in publieke ziekenhuizen vormden een belangrijk 
onderdeel van het gezondheidszorgbeleid in de afgelopen 10 tot 15 jaar in alle drie de 
onderzochte landen.  De drie landen hebben geëxperimenteerd met structurele 
hervormingen (inclusief decentralisatie of centralisatie) en hebben geworsteld met het 
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toekennen van beheersautonomie aan publieke ziekenhuizen en het tegelijkertijd 
consolideren van de beleidsvorming en coördinatiecapaciteit op centraal niveau 
 
 Deze administratieve verandering doorheen de drie ziekenhuissystemen heeft heel wat 
middelen opgeëist en veel aandacht gekregen van verschillende belanghebbenden, en 
was dus zeker geen marginale verandering 
 
 Hoewel decentralisatie en hervormingen in de autonomie van ziekenhuizen 
beschouwd kunnen worden als continue processen die steeds in verandering zijn, 
hebben we vastgesteld dat in twee van de drie cases, Estland en Noorwegen, het 
hervormingsmodel dat meer dan tien jaar geleden werd voorgesteld, tot op vandaag de 
dag nog steeds van toepassing is.  Hoewel reeds ideeën voor verandering naar voren 
werden geschoven, zoals bijvoorbeeld in Noorwegen, lijkt de kans klein dat deze 
verandering een radicale aanpassing zal betekenen voor het type van 
hervormingsmodel dat vele jaren terug werden ingevoerd. Terwijl men in Roemenië 
de voorbije jaren duidelijk geëxperimenteerd heeft met dezelfde – internationale – 
ideeën, heeft men daar vooralsnog enkel decentralisatie ingevoerd. Het toekennen van 
meer autonomie aan het management van ziekenhuizen is nog steeds een idee dat door 
de centrale beleidsmakers in Roemenië wordt overwogen, maar het is onzeker of, 
wanneer en hoe het geïmplementeerd zal worden 
 
 In het kader van organisatorische veranderingen werd de capaciteit van de overheid 
om de gedecentraliseerde en autonome ziekenhuizen te coördineren ernstig op de 
proef gesteld 
 
 We hebben een aanpassing kunnen vaststellen van de rol van centrale instanties, 
vooral van de ministeries van gezondheidszorg, maar ook van 
gezondheidszorgverzekeringsfondsen in socialeverzekeringsstelsels en andere centrale 
overheden in op belastingen gebaseerde systemen 
 
 De autonomie van ziekenhuizen betekende vooral in Estland een serieuze uitdaging 
voor de centrale coördinatie van autonome ziekenhuizen, meer dan dit het geval was 
in Noorwegen en Roemenië 
 
 Echter, de autonomie van ziekenhuizen is niet de enige factor die de effectiviteit van 
coördinatie bepaalt. Ziekenhuizen die een lagere mate van autonomie kennen, zoals in 
Roemenië bijvoorbeeld, worden niet noodzakelijk beter gecoördineerd dan 
ziekenhuizen met een hogere mate van autonomie 
 
 In Noorwegen, een ‘high trust’ samenleving die gepaard gaat met een sterke 
overheidsregulering, doen coördinatieproblemen zich vooral voor in meer specifieke 
ICT-domeinen en in het geval van medische ‘elite’ specialisten in het Universitair 
ziekenhuis van Oslo. Algemeen beschouwd is de coördinatie in Noorwegen drastisch 
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verbeterd na de ziekenhuishervorming van 2002, al zijn er nog steeds 
coördinatieproblemen aanwezig 
 
 De cultuur van ziekenhuissystemen en de principaal-agenttheorie bieden 
complementaire inzichten in de dynamiek van coördinatie van publieke ziekenhuizen. 
Vooral tegenstrijdige belangen en doelen en culturele factoren zijn relevant voor het 
begrijpen van de effectiviteit van de centrale coördinatie van publieke ziekenhuizen 
 
 Er is meer bewijs terug te vinden voor sommige stellingen van de principaal-
agenttheorie dan voor andere.  Zo vonden we meer empirisch bewijs voor het belang 
van tegenstrijdige belangen en doelen dan voor het probleem van asymmetrische 
informatie. Voor het belang van positieve en negatieve prikkels is in sommige 
gevallen meer empirisch bewijs terug te vinden dan in andere gevallen.  
 
Dit proefschrift levert op verschillende manieren een bijdrage aan de bestaande literatuur: 
 
 Er wordt een vergelijkende analyse gemaakt tussen twee Oost-Europese systemen en 
één West-Europees systeem, waaruit blijkt dat deze vergelijkende analyse haalbaar en 
waardevol is. Het onderzoek toont aan dat coördinatieproblemen in verschillende 
systemen kunnen optreden. Bij een vergelijkende studie van coördinatie binnen de 
publieke sector kan er daarom voor geopteerd worden om sterk verschillende cases te 
selecteren en vervolgens op zoek te gaan naar factoren die een verklaring bieden voor 
de gelijkaardige uitkomst 
 
 Het onderzoek omvat één land (Roemenië) waar het bestaande onderzoek naar 
ziekenhuishervormingen nog zeer beperkt is 
 
 Er wordt nieuw empirisch materiaal aangeboden in de vorm van originele interviews 
en documenten die nog niet eerder geciteerd werden binnen bestaand academisch 
onderzoek 
 
 Er wordt op een vergelijkende en complementaire wijze gebruik gemaakt van twee 
theoretische benaderingen, waarbij wordt gesteld dat tegenstrijdige belangen en doelen 
en de cultuur van ziekenhuissystemen verklarende factoren zijn voor coördinatie 
binnen Europese ziekenhuissystemen 
 
 Er wordt een analytisch kader voorgesteld voor het analyseren van coördinatie binnen 
publieke ziekenhuissystemen dat onder meer waardevol is omdat het onderzoekers en 
mensen uit de praktijk aanmoedigt om na te denken over de gevolgen van coördinatie, 





Cette thèse doctorale soulève la question de savoir si l'autonomie et la décentralisation 
associées à la nouvelle gestion publique (NGP) ont eu un impact sur la coordination des 
organisations dans le secteur public. 
Idées et méthodes auparavant typiques du secteur privé sont devenues de plus en plus 
communes dans le secteur public à travers le monde. Souvent promues dans le cadre de 
termes si à la mode tels que «changement», «modernisation» ou la Nouvelle Gestion Publique 
(NGP). Bien que pas entièrement nouvelles, ces idées ont-elles pris de l'ampleur à partir de 
début des années 1980, d’abords dans quelques pays occidentaux démocratiques, puis de plus 
en plus ont été regardées comme une solution – et parfois la solution – pour des problèmes 
divers de l'administration publique à travers le monde. Il existe des grandes différences dans 
leur mise en œuvre et réparties entre les pays et les secteurs. Deux de ces propositions de 
changement sont la désagrégation des formes bureaucratiques d'organisation et de la 
décentralisation. Ces réformes étaient sensées améliorer la flexibilité opérationnelle, la 
réactivité aux besoins des utilisateurs de services et, finalement, la qualité et la performance. 
Suite à ces réformes propositions, les administrateurs sont censés faire davantage usage de 
son pouvoir discrétionnaire dans l'application des principes et techniques de gestion. Les 
gestionnaires et les Entités qu’ils dirigent sont censés faire preuve d'initiative, d´être proactifs, 
en agissant plutôt que de simplement réagir aux impératifs des politiciens, comme il était 
traditionnellement commun dans l'administration publique. 
Une seconde réforme majeure qui a été largement expérimentée dans le secteur public est la 
décentralisation. On fait valoir que les décisions devraient se prendre aussi près que possible 
du citoyen. De cette façon, l´information et compréhension des besoins locaux s´améliorent ce 
qui peut se traduire dans une meilleure prise de décisions. L´ambition est de réduire la 
surcharge et les délais associés aux décisions prises de façon très centralisées. Néanmoins, la 
tendance vers la décentralisation  n´est  ni nouvelle ni uniforme dans le secteur public. 
Certains gouvernements ont pris des mesures pour recentraliser certaines fonctions après des 
efforts pour décentraliser  tandis que d'autres ont été initialement réticent à la décentralisation, 
mais récemment, plus confiants ont pris des mesures dans ce sens. 
Le réglage spécifique de cette thèse de doctorat comprend les systèmes hospitaliers publics 
dans certains pays européens: 
1) un pays nordique – la Norvège 
2) un état Baltique de l'UE membre depuis 2003, qui faisait autrefois partie de l'Union 
soviétique – l´Estonie 
3) Une nation de l´ Europe Centrale-Orientale, un ancien Etat communiste et un état membre 
de l'UE depuis 2007  – la Roumanie. 
263 
 
La thèse se compose de huit chapitres. Le chapitre 1 présente le sujet et motive sa pertinence 
académique et sociale. Le chapitre 2 révise la littérature et montre comment l'objet de la thèse 
est intégré dans le vaste discours académique. Cela inclut la littérature sur l'administration et 
de la gestion publique - en particulier la Nouvelle Gestion Publique, la gouvernance et la 
coordination - d'une part, de la santé et de la gestion des hôpitaux et de la gouvernance, de 
l´autre. Il fournit un avis théorique de la notion de coordination, et montre comment les 
théories différentes ont fait face á la coordination dans le contexte du secteur public. Le 
chapitre examine également les approches existantes au niveau analytiques et empiriques au 
sujet de la coordination. Dans le chapitre 3, nous proposons un cadre analytique orienté vers 
la coordination centrale des hôpitaux publics. Le cadre repose sur deux théories – la théorie de 
l´agent-principal et l’institutionnalisme sociologique – et cherche à expliquer pourquoi les 
problèmes de coordination surviennent dans les trois cas. Le chapitre 4 comprend la 
conception de la recherche: la sélection de cas et méthodes utilisées. La thèse utilise analyse á 
travers une approche comparative des études de cas pour comprendre comment les réformes 
ont un impact á  la coordination dans les systèmes hospitaliers des pays objets des études de 
cas: l'Estonie, la Norvège et la Roumanie. Nous utilisons l´analyse des congruences comme 
un type spécifique de la recherche des études de cas. L´analyse des congruences relie 
l´observation empirique aux attentes dérivées de la théorie. La principale source de matériel 
empirique comprend un programme d'entretiens semi-structurés menés dans les trois pays, 
avec différents acteurs – aussi bien dans les institutions centrales que dans les hôpitaux 
publics. Ces informations sont complétées par des données documentaires et des informations 
statistiques. Les chapitres 5 à 7 constituent la description de la thèse et ils expliquent, évaluent 
et expliquent la relation entre la réforme organisationnelle dans les hôpitaux publics et les 
problèmes de coordination. Chacun de ces trois chapitres par pays finit par soulever la 
question de la compatibilité entre les constatations empiriques et propositions théoriques 
dérivées des deux théories. Dans chaque chapitre-pays, nous cherchons à expliquer la relation 
entre réforme structurelle dans les hôpitaux publics et de la coordination centrale par rapport 
au cadre théorique présenté dans le chapitre 3. Le chapitre 8 conclut par une comparaison 
entre les résultats théoriques et empiriques entre les trois cas et met en exergue les 
implications des résultats pour la théorie et la pratique. 
 
La recherche est parvenue aux conclusions suivantes: 
 
 Les réformes organisationnelles dans les hôpitaux publics ont  constitué un élément 
important de la politique de la santé des dix á quinze dernières années dans les trois 
pays. Ces pays ont mené des réformes structurelles (notamment la décentralisation ou 
la centralisation) et se sont attaqués à l'autonomie de gestion des hôpitaux publics tout 
en cherchant à consolider la politique de prises de décision et la capacité de 




 Ce changement administratif dans les trois systèmes hospitaliers n'a pas été que 
marginal – il a mobilisé d'importantes ressources et a reçu une attention considérable 
de la parte des différents acteurs  
 
 Bien que la décentralisation et l'autonomie des hôpitaux publics constituent des 
processus en cours qui peuvent constamment subir un certain degré de changement, 
nous avons observé que dans deux de nos trois cas, l'Estonie et la Norvège, le modèle 
de réforme proposé il y a plus de dix ans s’est maintenu dans l'essentiel jusqu´à 
présent. Alors que les idées de changement au modèle ont avancés, par exemple en 
Norvège, il est peu probable que cela change radicalement du modèle de réforme 
adopté il y a quelques années. La Roumanie, tout en expérimentant avec ces idées de 
modèles venu de l’international, n'a que mis en œuvre la décentralisation. Accordant 
une plus grande autonomie á la gestion des hôpitaux est encore une idée est envisagée 
par les décideurs centraux en Roumanie, mais il est encore incertain s’il sera mis en 
œuvre, ni quand ni comment 
 
 Face á la réforme organisationnelle de la capacité de l'Etat, coordonner des hôpitaux 
décentralisés et autonomes a été mis à l'épreuve 
 
 Nous avons observé une reconsidération du rôle des institutions centrales, la plus 
notable celle du ministère de la Santé, mais aussi des fonds d'assurance santé dans les 
systèmes d'assurance sociale ou d'autres organes centraux dans les systèmes fondés sur 
l'impôt 
 
 L'autonomie des hôpitaux dans son ensemble a posé de sérieux défis pour la 
coordination centrale des hôpitaux autonomes en Estonie, beaucoup plus que dans le 
cas de la Norvège et de la Roumanie 
 
 L'autonomie des hôpitaux n’est pas le seul facteur qui influe sur l'efficacité de la 
coordination. Les hôpitaux qui jouissent d'un degré inférieur d'autonomie, comme en 
Roumanie par exemple, ne sont pas nécessairement plus coordonnés d’une manière 
plus efficace que ceux qui jouissent d'un degré plus  élevé d’autonomie dans la prise 
de décisions 
 
 En Norvège, une société ayant un degré élevé de confiance par rapport á son 
Gouvernement et á sa réglementation, les problèmes de coordination existent dans des 
domaines plus spécifiques reliés aux technologies de l’information et de 
communication et dans le cas de spécialités médicales d'élite dans l'hôpital 
universitaire d'Oslo. Dans l'ensemble, la coordination en Norvège a considérablement 
amélioré suite à la réforme des hôpitaux en 2002, objet d’une étude détaillée dans cette 
recherche, mais cela ne signifie pas nécessairement que la coordination dans le secteur 




 La culture des hôpitaux et la théorie du principal-agent offrent des idées 
complémentaires sur la dynamique de la coordination des hôpitaux publics. Des 
intérêts et objectifs contradictoires et les facteurs culturels sont á retenir pour la 
compréhension de l'efficacité de la coordination centrale des hôpitaux publics 
 
 La recherche a trouvé plus d’évidences en faveur de certains propositions de la théorie 
du principal-agent que par rapport á d’autres  – plus d’évidences ont été trouvées en 
faveur des intérêts et des objectifs contradictoires que dans le cas des informations 
imparfaites – l’une des idées principales de la théorie. Les motivations positives et 




La thèse contribue à la littérature existante de la manière suivante: 
 
 Elle compare directement deux systèmes de l’Europe de l'Est et un système européen 
de l'Ouest. La recherche montre que cette comparaison est à la fois faisable et 
productive. Cette recherche montre que les problèmes de coordination peuvent 
apparaitre dans différents systèmes et en  étudiant la coordination du secteur public 
comparativement on peut choisir de sélectionner les cas qui affichent des différences 
entre eux et de chercher des facteurs qui peuvent expliquer un résultat similaire 
 
 La recherche couvre un pays sur laquelle des recherches très limitées ont été publiées 
auparavant dans le domaine des hôpitaux publics (la Roumanie) 
 
 Elle trouve de nouvelles preuves primaires sous la forme d'interviews originales et 
preuves documentaires qui n'ont pas été citées auparavant dans la recherche 
universitaire 
 
 Elle emploie deux approches théoriques de manière comparative et complémentaires 
et trouve que les intérêts et objectifs contradictoires entre les principaux acteurs et la 
culture des hôpitaux expliquent la coordination des systèmes européens d'hôpitaux 
publics 
 
 Elle propose un cadre analytique pour l'analyse de la coordination dans les systèmes 
hospitaliers publics et trouve que ce cadre est très utile et encourage la recherche 
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